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LYMPHOBLASTOMA CUTIS 

FRANCIS EUGENE SENEAR, M.D, F.A.C.P.* 

The cutaneous manifestations associated "uitli the various 
disorders of lymphatic origin have long been recognized as 
constitutins an important link between the fields of general 
medicine and dermatology^ As a rule they* develop subse- 
quent to demonstrable chaises in the glandular tissues and 
blood picture, and here they- constitute an easily- accessible 
source of study-, the clinical and histopathologic changes in 
the sL-in often fu rnishing evidence permitting proper identi- 
fication of the nature of the underlyfing disorder. These erup- 
tive changes are of even greater importance in those cases in 
which they constitute the first discernible signs of disease, 
permitting a diagnons to be established before involvement 
of the glandular structures or modification of the blood pic- 
ture have become demonstrable. 

In the literature one finds a long list of names applied to 
disorders of the lymphatic system, many- of them obviously’- 
sy-nonyms, but from the dermatologic viewpoint only- four 
of these are of any considerable importance, namely leukeiyna, 
lyviphogranuloma, mycosis fungoides, and Iy 7 nphosarco 7 m. 
In 1934 Keim, recognizing the tendency- among an enlarging 
group of investigators to regard these various clinical pic- 
tures as different manifestations of the same disease process, 
proposed that the generic term lymphoblastoiiu be applied to 
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designate the ^ove named disorders, together irith certain 
mnsud transitional forms (Sternberg’s leukosarcoma and 
Kaposi s lymphodermia pemiciosa). This suggestion has met 
svith rather general acceptance by the American school of 
dermatologists, although there are some dissenting voices. 

INCIDENCE 

The cutaneous changes associated ivith the various mem- 
bers of the group of lymphoblastomas are generally divided 
into tvo groups; those which show specific histopathologic 
changes in the sldn lesions, and those which are regarded as 
toxic vianifestatioiis, commonly called ids. It has been recog- 
nized in more recent years, however, that lesions of the “id” 
type may contain specific cells, although clmicallv they are 
not characteristic. Generally speaking, the tovic rvpe of lesion 
is much more common than the specific. Epstein and Alac- 
Eachem recently reported a large series of cases in which 
they found in 156 cases of lymphogranulomatosis 53.2 per 
cent with cutaneous involvement, 7.6 per cent of these show- 
ing specific lesions and 32.7 per cent ids; in 122 cases of lym- 
phosarcoma there were 23.7 per cent wth skin lesions, 13.9 
per cent being of specific type and 18.8 per cent being ids; 
in 90 cases of myeloid leukemia 47.7 per cent presented dermal 
manifestations, ^vith 5.5 per cent of specific tyye and 52.2 per 
cent of toxic type; among 60 patients with lymphatic leu- 
kemia there were 46.6 per cent vrth skin lesions, of which 
8.3 per cent were specific and 45 per cent nonspecific. Of 
four cases of monocytic leukemia, two showed specific lesions 
and one an id. 

A*arious other writers have reported the incidence of 
cutaneous lesions of lymphoblastomatous origin and. as it is 
to be expected, there is considerable variation in the reported 
incidences. Ziegler found such manifestations in 25 per cent 
of his cases of Hodgkin’s disease, while Cole reported cum- 
neous involvement in 39.3 per cent of cases of the same dis- 
order. Pruritus, met vith so commonly as a toxic manif^a- 
tion in lymphogranuloma, has been reported in such variable 
proportions as 3.5 per cent up to 85 per cent. 
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SPECIFIC LESIONS 

The specific lesions found in these disorders are too varied 
to permit of detailed description here, but in leukemia cuds 
and in liTophosarcoma they usually appear as nodules, 
plaques, or tumors. 

Leukemia Cuhs 

According to most observers, specific manifestations occur 
more commonlv in the skin in association with the leukemic 
disorders than diey do in Hodgkin's disease. They are found 
much more frequently in cases of hinphatic and monocitic 
leukemia than in the more common myeloid tj'pe, -u-here 
they are rarely seen. 

In the nyiical case the leukemic tiiDioTS begin as small 
papular lesions ■which slowlv increase in size and number. 
\'\'hile usuaUv slowly progressive, they may in rare instances 
come and go. as in the case reported by Ketron and Gay. 
They vaiy greatly in number in different cases, some show- 
ing only a few poorly defined papules or nodules, while in 
others they may be so numerous as to give rise to a universal 
eruption. Ordinarily SNunmetrically placed, they have a pre- 
dilection for the face, especially about the eyes, and if the 
lesions are at all numerous they produce a characteristic leo- 
nine facies. Fully developed lesions may be nodular, flattened 
or discoid in shape, and may remain discrete or become con- 
fluent. The color may be bright or livid red, purplish or 
brownish. 

One of the important t},-pes of specific changes seen in 
these disorders is a universal exfoVijUng erythrodewu. A type 
commonly occurring in h-mphatic leukemia is particularly 
significant as the slm may show the changes usuallv asso- 
ciated with Hebra’s piu-riasis rubra-t hin brannv scaling, a 
dark color in the sldn and a suggestion of thinning or 
atrophy. ^ 

Mycosis Fungoides 

In myco^ fungoides the specific lesions furnish the onlv 
characteristic feature of the disorder, the usual course being 
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a sequence of premycotic lesions which are intensely pruritia 
then infiltrative, and finally tumor-like. 

Lymphogranulomal'osis Gufis — Ulcerative Type 

In Hodgkiifs disease the specific tj-pe of lesion is less com- 
mon, but nodules, tumors and plaques may occur. One of the 
less common but ver}r important varieties of cutaneous in- 
volvement in Hodgkin’s disease is the ulcerative type. 

In 1937 Caro and I reported a case of the ulcerative tjpe 
and reviewed the findings in twent 5 ’'-seven cases previously 
described in the hterature. Since then a number of additional 
cases have been recorded. We stated at that time that ulcera- 
tion occurred in Hodgkin’s disease in three different ways. 
In the first variety the skin shows a number of small cuta- 
neous or subcutaneous nodules, in some of which ulcerarion 
develops. The necrosis usually begins at the top of one of the 
nodules and gradually extends until it covers the surface of 
the nodule more or less completely. In the second tjpe the 
skin is affected as the result of the extension of l}Tnpho- 
granulomatous changes in imderl}nng structures. Here the 
involved glands become gradually inflamed, adhere to the 
skin, and then fistulae, leading to ulceration, form. In the third 
variet}* there develop in the sldn, either as the primax)^ 
manifestation of the disease, or subsequent to, but not as a 
direct extension of glandular involvement, large infiltrates or 
tumors. These break down to form extensive ulcers as a rule. 
The growths of this d’emblee t}pe may precede by many 
weeks the other glandular or visceral manifestations of the 
disease. 

Clinical Picture— The ulcerative marufestarions present a 
variet}- of rVmira] pictures. As a rule they develop and e.xtend 
rapidly at the onset, but after a period of e.ytension lasting a 
few weeks may remain more or less stationary for some 
months. In size the)' may vai)' from coin-sized lesions to 
ulcers the size of the palm or larger. They may be single 
(usually the large t)pe), few in number or ven' numerous 

(usually the smdl tjpe). , „ 

The ulcers are as a rule sharply outlmed and are usually 
rounded or oval, but may be irregular, linear, serpiginous, or 
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even mangled in appearance. The borders are uOTall} ele- 
vated bnrmav be xmdennmed. The bases are soft and un- 
even, and the'floor is covered vrith purulent or necroac ma- 
terial or granulation tissue. Free bleeding may appear when 
die ulcerls handled. A fetid odor is commonly apparent. As 
to svmptoms, the patient may complain of sl^ht pain or of 
severe pain of a radiating character. 

Ulcerative leaons have been described as occurring in a 
variety of locations, but the majoritj' of them are seen on the 
neck or on the upper part of the thorax. 

ProgTTo.uV.— In lie more extensive cases, death usually oc- 
curs in six to eight months’ time as a result of progressive 
cacheaa or following complications. 

As a rule the ulcers are reastant to all methods of treat- 
ment including radiotherapy. In some instances, hotvever, 
x-rav treatment causes healing, especially in those cases 
where the ulcerarive lesion constitutes the first manifestation 
of the disease. 

DijoTjoriL— The diagnosis of such leaons is eas)- if they 
appear as a part of the general picture of l)-mphogranuloma- 
tosis but when they occur early in the course of the disorder 
are apt to be confused with ulcers due to sii-philis, tubercu- 
losis, mycosis fungoides and malignancjL .Many observers 
have been impressed by the neoplastic aspect of the lesions. 
In not a few cases mycosis fungoides has been at first con- 
sidered the probable cause of the lesions, and this serves to 
emphasize the opinion of a munber of writers that mvcosis 
fuiigoides and Hodgkin's disease are identical diseases'. Du- 
rand. Cottentot and Mamou have recently pointed out that 
these two diseases may be alike in their' cutaneous aspects, 
may present the same ^-pe of visceral invasion, the same o-en- 
erai and hematological &dii^ the same evolution, andihat 
they differ onl\- in the histological findings. Thev believe 
that the two disorders represent closely allied patholorical 
forms, probably of the same oi^ and that thev beloij to 
the same family of reticulo-endothelioses. 

■Ibe histopathologic picture of tissue from the ulcerative 
lesions of Hodgkin’s disease is usually typical of that dis- 
order. At times, however, the changes evoked by the inflam- 
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matoiy reaction may be so neoplastic in type that a micro- 
scopic diagnosis of sarcoma is suggested, and some authorities 
have maintained that sarcomatous degeneration actually takes 
place secondarily in such lesions. 

TOXIC MANIFESTATIONS 

The toxic type of eruption seen in the l}Tnphoblastomas 
presents a variety of clinical pictures. Included here are 
pruritus, lichenoid or prurigo-like papules, pigmentations, 
hemorrhage lesions, stomatitis, herpes zoster, bullous erup- 
tions, urticaria, herpes simplex and various nondescript 
eruptions. Lichenification, pyodermic infections (especially 
furuncles) and eczematous patches may develop from the 
trauma induced by scratching. The pnirittis associated vuth 
these disorders is usually severe and resistant to treatment. 
Pruritus as a sjonptom is rare in leukemia when compared 
with Hodgkin’s disease. Roentgen therapy to the affected 
glands may give relief but this is usually only temporal}'. 

PROGNOSIS 

As to prognosis, it may be said that the appearance of 
specific cutaneous lesions in the leukemic group usually 
presages an earl)' end, while in mycosis fungoides and lym- 
phogranuloma the patient may survive for some years. 

CASE PRESENTATIONS 
Case I. Leukemia Cufis 

The parient, j\Ir. J. C, aged fifty-two years, stated that for 
several years he had been developing nodules in various parts of 
the body. These had developed gradually and were tender upon 
pressure but not spontaneous!}' painful. A diagnosis of l^^pbadc 
leukemia had been made by a physician whom he had seen about 
nvo years before his entr}- to theTospital bur it was impossible to 
obtain anv information from this source. At the time of e.xamina- 
tion he had developed in addition to the nodules a generalized 
eruption which had been present for about one month. The en- 
tire cutaneous surface was affected, there being a moderate 
universal redness with a profuse, dn*, fragmented t}'pe of e.vfolia- 
tion. In places, notably about the sides of the neck, about the 
axillae, over the arms, and in the inguinal regions, there w ere dis- 
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Crete, dusky red, infiltrated plaques and nodules, the lesions rar)’- 
ing in size from 0.5 to 3 cm. in diameter. ^ ^ 

HaiMolo^cal study showed; Hemoglobin S.25 gm., er}-thro- 
c\-tes 3,240.000, leukocjtes 38,000, hematocrit (R) 26 per cent, 
hematocrit (W) 2.5 per cent, sedimentation rate 65 mm. per hour. 
Diferential blood smear: poljTiuclears 38 per cent, h-mphocttes 
58 per cent, monocytes none, eosinophils 3 per cent, basophils 1 
per cent. Sternal viarro-j: aspiration was performed and the fol- 
lowing findings were reported; fat (yellow) 1 per cent fat (red) 
2 per-cent, pfasma 66.5 per cent, “myeloid" 7.0, “red” cells 22.5, 
active mvelopoiesis and erjihropoiesis n-ith myeloid cells in 
metamveiocvre-megalocite stage and red cells mostly in normo- 
blastic sta^e! Megakarvocvtes were numerous and actively phago- 
ct-tic. There were a few lYmphocvtes but no plasma cells. There 
was slight anisocvtosis and a considerable degree of acromia. The 
hematologic picture was reported as that of a chronic Ivmphatic 
leukemia with almost no bone marrow involvement. 


One of the enlarged glands was removed from the right 
a.rillaiy region and the report stated that the microscopic 
picture was that of a hmiphoma which was difiterentiated by 
the blood picture. The microscopic evidence suggested leu- 
kemia rather than h-mphosarcoma and in view of the blood 
findings a diagnoas of aleukemic leukemia was suggested. 

The patient complained of intense pruritus and of^ progres- 
sive weakness. He was under observation for a period of 
about nine months during which time his leukoc)-te count 
varied from 17.000 to 48,000. Inasmuch as he had received a 
considerable amount of x-ray treatment together with pro- 
longed arsenical therapy before entering the hospital, he was 
created in the Department of Hematolo^- with liver therapy. 
During the period of observation he showed no further de- 
chne in hri general health and even regained some stxenorh 
The pruritus, however, continued unabated except for tem- 
porarj- control by means of topical applications. 


Case 11. Mycosis Fungoides 

^ on November 11 
19^6. She stated that several years before she had noticed a rather 

p tches which gave nse to mtense pruritus. After these hadbS 
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present for several ^^ears she noticed that some of the patches 
were becomings elevated and that in some of them distinct tumors 
were forming. 

At the time of the first examination, the patient presented a 
t)^ical picture of mycosis fungoides, with lesions of all three 
stages of the disease present. She showed a few irregularly out- 
lined or at times annular or crescentic patches of eczematous as- 
pect. The vast majority of the lesions consisted of raised, infil- 
trated, sharply defined, bright to dark red plaques var)''ing in size 
from 1 cm. to plaques as large as the palm. These plaques covered 
the major portion of the^ trunk and a number of similar lesions 
were present upon the extremities. In addition she showed a few 
scattered circumscribed projecting tumors of about walnut size. 
A biopty was performed and microscopic report confirmed the 
clinical diagnosis of mycosis fungoides. 

The patient was given x-ray treatments and after five frac- 
tional doses sho^ved a rapid improvement. She then disap- 
peared from observation and did not return for six months. 
During this inten-al the condition had shown considerable 
extension, the plaques being larger and more numerous and 
the number of the tumors had likeudse increased consider- 
ably. The patient remained under observation more or less 
steadily for a period of four years. During that time she 
received x-ray therapy together udth a large number of in- 
jections of chaulmoogra oil. With the use of this combined 
therapy she was rendered practically free of lesions on sev- 
eral occasions but, as is characteristic of this condition, the 
lesions soon returned and uath each return became increas- 
ingly resistant to the effects of x-ray treatment. 

In August of 1940 the condition was so extensive that the 
patient found it impossible to report for further treatment 
and consequently was cared for at home by her family phys- 
ician. During the period of six months which elapsed before 
she succumbed, the patient had three attacks of peculiar 
character in each of which the cutaneous involvement sud- 
denly became more intense, and the itching, which had been 
but little troublesome for some time, became almost unbear- 
able and the patient developed an extensive edema. How- 
ever after a few days of this type of reaction, the cutaneous 
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lesions besan to involute, the itching ceased, and the edema 
disappeared. At the end of each of these episodes, the skm 
was pracricaUv free of lesions. The patient died m March, 
1941 durino^ one of these episodes and at the time of death 
the sldn practicaUy free of lesions except for a few 
plaques which persisted' over the back, thighs, and scalp. 

Case 111. Hodgkin's Disease wHh Pseudoleukemid 

Mis. M. B., aged fifn' years, at the time of entrance to the 
Hospital stated that she had been in good health until a few 
mondis earlier when she noticed a swelling which had developed 
above and to the left of the suprastemH notch. This had in- 
creased rapidly in size. At about the same time she developed 
some redness and intense itching in the sldn over various parts of 
the bodv. this being most intense over the anterior and lateral 
aspects of the upper extremities. Above the suprasternal notch on 
the left side of Ae neck there was found a firm nodular mass, 
freelv movable beneath the overhdng skin. The mass measured 10 
cm. in width and presented well defined margins. On the right 
side of the neck there was a small pea-sized subcutaneous nodule 
present. The skin presented a generalized erupdon of miliary 
lichenoid papules, some of them covered with blood crusts. 

Examination of material taken from the mass in the neck 
showed a n-pical pathologic picture of Hodgkin’s disease. Ex- 
amination of blood revealed the following findinss; hemoslobin 
75 per cent, red blood cells 4,100.000, white blood cells^SlOO, 
Kunphoev-tes 17 per cent, mononuclears S per cent, neutrophils 
75 per cent. 


The clinical picture was n-pical of a lichenoid t}-pe of id 
associated with Hodgkin’s dkease. The pruritus was intense 
and rmtil x-ray therapy had begun to cause an involution of 
the enlarged glands, it was impossible to control this. As soon 
as the therapeutic effect of the x-rays was apparent, however, 

me pruntus subsided in large part, only to return at a later 
date. 


Thri patient, who entered the hospital eighteen months 
ap, IS sull under treatment and has responded to x-rav 
therapv i^far as control of the involved glands is'cod- 
cemed. The pseudoleukemic erupaon has varied in intensity 
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from time to both regard to the lichenoid eruption 
and tie pruntus, and in general the course of these mani- 
festations has paralleled that of the glandular involve- 
ment. 

Case IV. Lymphogranulomafosis Cuils — Ulcerative Type 

This patient, iMiss AI. S., aged t\vent}*-three, vas admitted to 
the hospital on July 19 , 1938 , at which time she presented a firm 
mass of supraclavicular glands on the left side of the neck. The 
patient stated that she had begun to lose weight in 1937 and 
then noticed a nodule in the left supraclavicular region. This was 
removed surgically and microscopic examination of the material 
showed the enlarged gland to be a manifestation of lympho- 
granuloma. In Febmaiy^ 1938 , she was referred as a private pa- 
tient to a radiologist who gave her x-ray treatmenn 

AATien she entered the hospital she showed, in addition to the 
enlargement of the nodes in the left supraclavicular region, some 
nodules in the left side of the neck and in the axillae. X-ray ex- 
amination of the chest showed involvement of the mediastinal 
glands as trell. 

The patient received x-ray treatment over a period of five 
months and at the end of this time the nodules were no 
longer palpable and fluoroscopy revealed no evidence of 
mediastinal involvement. Three months later, however, the 
nodes in the region of the neck were again palpable and 
fiuoroscopr showed parenchymal infiltration in the upper 
portion of the left lung with the presence of fluid in the left 
costophrenic sinus. The patient complained of dyspnea and 
orthopnea. X-ray examination showed extension of the medi- 
astinal involvement -with the presence of fluid in the right 
pleural cavity. Again the parient responded well to radiation 
over the affected areas. Some ten months later, however, the 
patient again complained of coughing and loss of weight, 
and x-ray e.xamination revealed the presence of extensive 
mediastinal involvement udth the presence of fluid in both 
pleural cavities. At this time the nodules in the left axillary 
region were enlarsdng rapidly and the overlying skin u-as 
red and inflamed. Two months later the skin overlying these 
glands had broken down, giving rise to a ry^pical picture of 
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ulcerative form of HodgHn’s disease of the skin Further 
x-ray treatment resulted in involution of the ulcerative 

The patient returned some three months later because of 
the presence of an ulcerative lesion on the left side of the 
neck. At this rime she presented an irregular dcerarion of 
linear confisTurarion from which there was a slight amount 
of drainage^ This ulceration had developed in a location 
where there had been for some rime an infiltration of the skin 
overfiring the enlarged cervical glands. The clinical picture 
at this tmae was one which would unquestionably, in the ab- 
sence of previous historj* of Hodgkin’s disease, have given 
rise to a cfiagnosis of scrofuloderma. In view of the prenous 
findings, however, it was felt that the lesion in the neck 
probably represented an ulcerative n-pe of Hodgkin’s dis- 
ease and a study of tissue taken from the edges of the ulcer 
showed a tj^pical picture of that disorder. 

The patient is sriU under observation and at present the 
ulcerative lesion of the . neck is shonring considerable im- 
provement. 


Case V. Lymphogranulomatosis Cutis — Ulcerative Type 

The patient. Miss E. L., aged fiffi'-seven veais, was admitted 
to the hospital on Februar)- 2, 1940. She stated that she had felt 
well until November, 1939, at which time she observed a swell- 
ing in the right axilla. About one month latex she complained of 
anorexia and noticed that she was losing weight and that she was 
becoming weak. At the time of entrance to 'the hospital, the pa- 
tient presented considerable enlargement of the submaxillar\- 
glands and of the anterior and posterior cervical glands on the 
right side of the neck. In addition there was a large palpable gland 
of walnut size, painful to the touch, located kT the ^ht mpra- 
clavicular area. In the right a.xillar^- region she presenfed a l^e 
vegetating mass about the size of a tornato. This was of a brioht 
red color and shotved a considerable amount of necrosis Sid 
dcerauon. There was a tenacious yellosirish discharge, lust be- 
low thB lesion on the thoracic wall there was a small^ulcer about 
5 cm. m undth. A biopst' of one of the involved glands was per- 

report showed a n^ical picture of 
Hodgkins disease. Matenal taken from the skifi at the edcre of 
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the large, vegetating, ulcerative mass showed an exactly compar- 
able picture. 

The patient received intensive x-ray therapy and, while 
there was some improvement in the involved glands as well 
as rapid healing of the ulcerative lesion, the patient pursued 
a rapid downhill course and death took place six weeks after 
adrrussion to the hospital. 
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CONTACT DERMATITIS 
EDWARD A. OLIVER, M.D.* 

DEIl^Lvr^^s venenata or eczematous dermaritis is an in- 
flammation of the skin dne to occasional continuous, _ or 
intermittent contact uith a cutaneons imtant. These mri- 
tants consist of a uide variet}' of substances, among the most 
common of which are plants, chemicals, dyes, soaps, drugs 
and various substances encountered in the home or in in- 
dusny*. 

The dermatitis may be acute or chronic, and is character- 
ited, if acute, by redness, edema and the formation of 
papules and vesicles. It may produce simple scaling or 
desquamation or it may progress to ooang, weeping and 
crust formation. Pruritus is nearly alwap a distressing sjunp- 
tom and the ensuing scratching often leads to secondary' pus 
infection. In other cases due to continuous exposure, a 
simple dermatitis v-ill become chronic, infiltrated and licheni- 
fied. Chnically we may find any one or a combination of 
these letions present. 

ETIOLOGY 

This t5'pe of dermatitits may be caused by any number of 
irritants. The concentration of the irritaiit, the length of 
contact, and the conditions under which the exposure occurs, 
difierentiate two n'pes of dermaritis venenata, vomensitiza- 
non, and seimuzaiion dermaritis (Dnw nincr ) 

Nonsensitization dermatitis is caused b)- an irritant that in 
given concentrations and xmder given surrounding factors 
affects nearly aU human skins. An example of such an irritant 
is a powerful chemical applied deliberately or accidentally to 
the skin. 

• Professor of Dermatology, Xorthvrestem Umveistv Medical School- 
beaior AtreBding Dermatologist, St. Loke’s HospitaL ' ’ 
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Sensitizauon dermatitis, kno’nii as contact eczema or al- 
lergic dermatitis, on the other hand is a dermatitis due to 
repeated exposures to substances normally innocuous. The 
initial exposure may produce no stisible irritation but subse- 
quent exposures ma}* produce a dermatitis at the local site or 
a generalized reaction. Among the common causes of sensiri- 
zation dermatitis are plants, such as the primrose, cht}'san- 
themum, tuhp, daffodil, narcissus, the rhus family of poison 
h'}^ poison oak, sumach, and the rag^reed group. Other com- 
mon irritants are hair dyes, clothing dyes, depilatories, nail 
polishes, cosmetics, adhesive plaster, dress shields, novocain 
and soap. 

Patients with thin, sensitive sltins are especially predisposed 
to contact dermatitis. In some individuals an allergic change 
is responsible for this predisposition. There is a distinct sus- 
ceptibilit)* on the part of some people to irritation while in 
others this predi^osirion is due to scratching, friction, 
sweating, maceration and traumatism of the affected parts. 
\^Tiile in the beginning a patient may be sensitive to only one 
specific allergen or irritant, this sensitivit}' may in some cases 
be followed by a sensitivit}’^ to many substances, a so-called 
poly sensitivity. 


DIAGNOSIS 

In maldne a diagnosis one most take a careful, detailed his- 
tory, noting especially the patient’s occupation, his habits, 
and the location of the eruption. A'STien obtaining a histor}’ 
of exposure, one must note the time that has elapsed since 
the last e.xposure because the resulting eruption generally 
develops from nvelve hours to several days after e.iqiosure. In 
the case of thus poisoning, however, the incubation period 
may be even longer. 

In acute cases the sudden onset and the severity of the 
s^-mptoms often make the diagnosis eas5^ Such conditions as 
rhus dermatitis or dermatitis due to hair dyes are not diS- 
cult to diamose. In cases where the disease has persisted for 
a lonv time the discover)* of the offending allergen is more 
of a problem. AATien a chronic condiuon fiares up, as it does 
occaaonally, the etiologic agent may be discovered by ques- 
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rionin? the patient carefully as to what he was doing at that 

particular time. . . , , 

Inasmuch as the eczematous reaction is due to external 
irritation, the exposed areas are the most frequent sites for 
the development of the dermatitis. For example, in dermatitis 
due to nail polish, hair dyes, hair tonics, or face powders, the 
eyehds and sides of the' face and neck are the locations af- 
fected; in occupational dermatitis, the dorsa of the fingers 
and hands; in dress dve and dress shield dermatitis, the axillae; 
in poison ivv. the legs, hands, forearms and genitalia; in hat- 
band dermatitis, the forehead; in dermatitis due to white gold 
spectacles, the areas behind the ears. Chronic dermatitis on 
the hands of housenives should point to laundr}- soap as 
the allergenic agent, but in most cases the etiologic irritant 
will be discovered onlv bv careful detective work, following 
up everv conceivable clue. 

In manv cases the definite localization of the eruprion, the 
histor}' of a sudden onset, and careful questioning will bring 
out a clear-cut bistort' of exposure to an allergenic irritant. 


DIFFERENTIAL DIAGNOSIS 


Contact dermatitis must, of course, be differentiated from 
Jiopic dennjtiris and seborrheic denmtitis. 

In atopic dennatitis there is often obtainable a family his- 
cor\- of eczema, hay fever, asthma, migraine headache, and 
vasomotor rhinitis. The disease begins as an infantile eczema, 
disappears or may remain constandy with the patient until at 
eight to sixteen years of age lichenified areas of dermatiris 
are found about the face, sides of the neck, in the cubital 
fossae and pophteal spaces. The skin generally is dr\', in- 
tensely pruritic; eosinophilia is present; there is 'often accom- 
pan\-ing asthma and hay fever and this condition persists into 
adult life. ^ 


In seborrheic dermatitis, there is often a histon' of infantile 
eczema, an abnormally Wgh incidence of a male 't^-pe of bald- 
nes, of dandruff, of dermatim behind the ears, and about the 
nose and chest, and the sldn is generally oily and greasy. The 
dermantis may be diffuse or sharply' circumscribed 'mid is 
made up of areas of scaling dermatitis with Htde or ko itch- 
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T^e scales are usually greasy, and the favorite sites of 
this disease are the scalp, forehead, angles of the nose, over 
the sternum, in the axil ae, and in the pubic region. These 
two conditions should be easily differentiated from contact 
dermatitis. 

ILLUSTRATIVE CASES 
Case I. Dermafiiis Due to Chrysanthemum Sensitivity 

A white woman, aged fifty, came to the office October 14, 
1940, complaining of an ei^Thematous, pruriric dermatitis on both 
eyelids and the sides of her face and neck. This condition had 
been present off and on all summer but was especially worse on 
Sunday and Alonda}'. Inquiry' revealed that evety week end she 
went to her countty^ home in .Michigan and while there worked 
in her garden. On Monda}' she returned to the city. Being an 
intelligent patient, she realized that during the week end she 
came in contact with some irritant and, after considerable ques- 
tioning, it was discovered that she was raising a new kind of 
chrj'santhemum, one that she had never grotni before. She was 
asked to bring a flower in with her on the occasion of her ne.vt 
visit, and a patch test was done with the petals of the plant. 
This resffited in a positive test. She discontinued handling this 
particular flower and, with the application of a soothing lotion, 
her dermatitis quickly cleared up. 

This case emphasizes the necessity of listening to the pa- 
tient’s stoi^' and the taking of a careful histoty in evety case 
of suspected contact dermatitis, for only in this way can one 
arrive at a correct diagnosis. The patch test here was also a 
vet}’ helpful aid. 

Case II. Nail Polish Dermafitis 

A white woman, aged thiity'-five, complained of patches of 
dr)', scaling dermatitis on the face and neck. These patches were 
irxe'milar in shape, some the size of a quarter, other the size of a 
half-dollar. They were flesh-colored, drv’, and covered with a 
dr>' furfuraceous scale. Patches were present on each side of the 
neck, on the cheeks, and on both upper eyelids. There was marked 
pruritus, and with the skin eruption a rather marked seborrheic 
dermatitis of the scalp. A diasnosis of seborrheic dermatitis was 
made and the patient was siven a mild antiseptic ointment to use 
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on the sMn, and a stimulating scalp lotion. She 
erably at first but the improvement was only temporart . She 
u-ouid apparently be free of sj-mptoms for a week at a tune, 
only to have the eruption recur. On the occasion of J^r fourth 
dsii it was noticed that she wore a brilhant nail polish. She was 
questioned carefuUy about this and it was ascertained that her 
u-orst attacks, as she looked back, seemed to comade -mth the 
few da>'s after she had applied the nail polish. She was told to 
discontinue using it. She did so for a month and at the end of that 
time reported that she had been entirely free of all S)Tnptoms. 
There has been no recurrence. 


In cases of dermatitis of the eyelids, and the sides of the 
neck, nail polish should alwap be suspected. Dermatitis due 
to nail polish is quite common. The picture is alwaj's char- 
acteristic; the fingers and hands are not involved, but the 
common locations are the eyelids, the sides of the neck and 
chin, and occasionally areas on the trunk. The allergen may 
be the dye, the solvent, or the perfume in the polish. 


Case 111. Dress Shield Dermafiiis 

A white woman, aged fort\', was first seen on January’' 29, 1941. 
She stated that she first noticed a pruritic dermatitis in both 
axillae about Januar)’ 7. There was considerable itching and burn- 
ing, especially after wearing a new rubber-covered dress shield, 
but she was able to control these sjunproms by the constant ap- 
plication of a soothing lotion. She went to Florida on a vacation 
and while there the pruritus and dermatitis became so annojting 
that she consulted a phx-sician who prescribed butesin pi^te 
ointment for local use. This aggravated the condition so badly 
that at the suggestion of her husband she applied a strong \^Tut- 
field ointment. \'\lien she appeared at the office on January* 29, 
she had a severe, painful, and pruritic vesicobuUons dermatitis 
in both axiUae and extending down to the inner aspects of both 
upper arms. A solution of Suminum subacetate was prescribed 
for local applications and she was directed to use 1 ounce of this 
solution to a pint of cool water as wet compresses. Four da ^-5 
later she was so much improved that a soothir^ ointment of equal 
parts of Liar’s paste and cold cream was prescribed, a 

^ ^ entirely well. She was advised to get new dress 
sffields and to wash them in an alkaline solution b&re wearing 
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This case serves to illustrate several important items. A 
careful history taking would have revealed that the derma- 
titis in her axillae was a contact dermatitis due to dress shields, 
a dephator}’", or a new dress. Strong ointments, such as ilTiit- 
field’s and butesin picrate, should not have been used on an 
acutely inflamed surface. Xature should have been given a 
chance and the inflamed areas treated with soothing lotions 
and wet compresses of solutions, such as dilute aluminum 
subacetate. 

Dress shield dermatitis and dermatitis from the wearing of 
other rubber goods, such as sanitar}* belts, is qm’te common. 
A dermatitis in the axillae should alwajts call for a careful 
inquir)' into the wearing of new dyed dresses or waists, the 
use of deodorants, or the wearing of new dress shields. Inas- 
much as dress shields are a necessar}’^ part of a woman’s xvear- 
ing apparel, it is well to know that this tj'pe of dermatitis 
can be prevented by having new dress shields washed, before 
wearing, in an alkaline solution of soap and soda ash, or soap 
and ammonia (Schwartz). 

Case IV. Primrose and Chrlsimas Tree Dermatifls 
A white woman, seen first on December 31, 1937, suffered 
from a severe vesicobuUous dermatitis confined to the right hand, 
the right side of the face, and the neck. The hand was badly 
swollen, a large bnlla occupied the center of the palm, and on 
the sides of the fingers were numerous tense small vesicles. She 
was questioned carefuUv regarding possible contacts and it was 
learned in the course of this questioning that on Christmas she 
had received a large primrose plant xvhich she had tended care- 
fuUv all week, removing dead leaves and watering it daily. She 
had^ also decorated and handled the Christmas tree. Naturally 
the primrose xvas suspected of being the irritant and she was ad- 
vised to set rid of it. She was given a soothing lotion similar to a 
calamine'lorion for local application, and wet dressings of alum- 
inum subacetate solution, diluted I ounce to the pint of cool 
water. I'^fithin a xveek she had entirely recovered. 

On December 30. 193S, she again reported to the office with 
a similar attack, just as severe as the one she had the year before. 
This time there was no histot)- of contact with primroses but she 
had acrain decorated the Christmas tree and been in contact with 
it all week The same treatment caused an immediate cessation of 
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M-mptoms. ^Mvat was at first thought to be a piimrose dermaritis 
was actuallv an evergreen dermatitis. 

Amons die causes of contact dermatitis, first place should 
probable'' be given to certain flowers, woods and weeds, and 
one of the commonest irritants encountered in the plant fam- 
ilv is the primrose. It is quite common to see a number of 
cases of primrose dermatitis at Easter time, and in cases of 
contact dermatitis involving the hands and face of elderly 
ladies, one should alwavs think first of primroses. 


Case Y. Polysensifiviiy 

A dentist, ased thirtv-five, was first seen on February 9, 1926, 
with an irritant dermatitis of the fingers, thumbs and dorsal as- 
pects of both hands. This condition had been present for the past 
sis vears, disappearing at times only to recur when he used 
novocain and butesin to extract and fill teeth. At times he de- 
veloped an irritant dermatitis on the penis and scrotum. The skin 
of the fingers and thumbs of both hands was dry, infiltrated, scal- 
ing and tie finger tips were fissured and painfuL He knew that 
he was sensitive to novocain and butesin but felt that, to con- 
tinue practicing his profession, he had to use them. He took 
measures to protect hrmself bv wearing rubber gloves and using 
novocain only when it was absolutely necessary, and under the 
use of soothing ointments and radiotherapy, the skin improved 
a great deaL 


He was not seen ^ain until November 2. 1928, when he re- 
turned nith a recurrence of his eczema. In addition to the pain- 
ful dermatitis involving his fingers, there was an enthematous, 
pruritic dermatitis on his upper lip and on the sides of his nose. 
Under treatment, and abstention from novocain, the eruption 
again cleared up. 

On January 3. 1930, he was seen again. He stated that he had 
been weU for a long time though his fingers were dry, crusted 
and fissured. He now had a seyere irritant'dermatitis oh the right 
sde of his face. His right evelid was swoUen and edematous and 
the skm of the right side of his face was swollen, erythematous 
and prunuc. He stated tiiat the previous evening he 'had played 
tnth a red pamted game with his young son ^d yery 4o'rtly 
M nonced an irritation on the right side of his face 

S'oke'U?^^ ^ morning 

..n oke with a stvoUen and edematous eye. and a severe dermatitis 
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of his face, probably due to contact -nath the dye in the red 
paint, rrhich usually is para-nitranilin red. This dermatitis refused 
to respond to the usud therapeutic measures and he was inca- 
pacitated for a month. The eruption subsided at the end of about 
five weeks, and although he may have been bothered with an 
acute flare-up now and then, he did not visit my office again 
until October, 1931, almost ttvo years later. At that time he had 
another flare-up involving his fingers and hands. This attack 
quieted down under treatment and he remained practically free 
of all sjTnptoms until February 16, 1934. 1 was called to his home 
that evening and found him confined to his bed udth a swollen 
and edematous face, which was also the seat of a severe dermatitis. 
The eyelids, nose and lips were badl}’^ swollen and irritated and 
while the fingers were not involved, there was a pruritic, er}^!- 
ematous dermatitis that involved his wrists and forearms. He 
felt that this attack was entirel}* different from any previous 
attack he had suffered, and felt certain it was due to riie fish he 
had eaten at a dinner the previous night. He said, then, that for 
the past two years he had noticed an increasing tendency for cer- 
tain foods to upset him and produce dermatitis in these areas, 
chiefly on his lips and about his nose. 

He was sent to the hospital for food tests and general observa- 
tion and while there it was noted that he reacted strongly to in- 
jections of sodium thiosulfate and to dextrose as well as injec- 
tions of his own blood. After several weeks in the hospital his 
skin and general condition improved sufficiently for him to leave 
and take a two months’ vacation, from which he returned looking 
better than at any time within five years. The results of his hos- 
pital investisations were essentially negative although careful 
studies were made which included blood chemism*, blood and 
metabolism. Food and patch tests were also negative. 

On JanuaT)’ 22, 1937. three x'ears later, he was again seen for a 
severe attack involving his face, the backs of his hands, and 
wrists. He blamed this attack on contact vtith the fur coats of 
his women patients. This attack responded quite promptly to 
treatment, but he was again seen, for the last time, on May 26, 
1939. utith a marked reaction on his chin and forearms for which 
he could ascribe no cause. I feel certain that, although he pro- 
tected his hands carefuUy with rubber gloves, the condition was 
due to the use of novocain. 

This case is one that illustrates polysensitint}-. Here was a 
patient with a thin, blonde, sensitive t>-pe of skin, one that 
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vras easily irritated by soap and water, rrind and sun, that 
was first made sensitive by contact with novocain and 
butesin, finally developing a hypersensiont)' to furs, to red 
paint, to various foods, to certain drug^ eyen to his orvn 
blood; a tr-pical case of acquired polysenadvity. 

INDUSTRIAL DERMATITIS 

The National Committee of Industrial Dermatoses has 
aoxeed on the following definition of industrial dermatitis. 
“An occupational dermatosis is a pathological condition of 
the sldn for which occupational exposure can be shown to 
be a major causal or contributor}- factor.” 

Dr. C. Guy Lane believes that seven items are of impor- 
tance in the histoiy of an industrial dermatitis. 

1. That the rime relation between the exposure to the 

agent and the onset of the dermatosis is correct for 
that particular disease. 

2. That the individual has an occupation rvith a high cuta- 

neous morbidity. 

3. That he has been worldng in contact tvith an agent 

knorvn to have produced similar changes in the sldn. 

4. That the site of onset of the sldn disease coincides with 

the site of maximum exposure or trauma. 

5. Thar some of his fellow workers with the same agent 

have similar manifestations. 

6. That no possible exposure outside his occupation has 

been found to be an agent rvhich could cause similar 
lesions. 

7. That if the diagnosis is dermadtis, the histor}’- of mul- 

tiple attacks, coming after exposure and re-exposure 
to an agen^ followed by improvement and clearing 
rfter cessation of exposure, constitutes most convinc- 
ing evidence that the occupational factor is a cause. 

Industrial dermatitis accounts for a large proportion of the 
compensable disabilities in occupations today, accordino- to 
Louis Schwartz of the United States Public Health Service 
He believes it is a conservative estimate to say that 1 per cent 
of the indus^ workers in the United States are imuallv 
affected uath industrial dermatitis, and that the continual 
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introduction of new chemicals and new processes may be 
expected to cause an increase in this percentage. 

A tabulation as to industry and cause of 6000 compen- 
sated cases of industrial dermatoses reported to the United 
States Public Health Service shows that most of the cases 
occur, in the order named, among workers in metals and 
machinery, domestic workers, and handlers of food. 


Etiology 

The principal actual causes as recorded by the United 
States Public Health Sendee are: 


1. Petroleum oil and greases 

2. Alkalies, including cement 

and concrete 

3. Solvents 

4. Quromic acid and salts 

5. jMetals and metal plating 


6. Dyes 

7. Plants 

8. Rubber and its compounds 

9. Paints and varnishes 

10. Synthetic resins 


Schwartz estimates the annual loss in dollars and cents to 
industr}'’ from occupational dermatoses to be appro.ximately 
four million doUars. A study of the compensation records of 
the several states shows the average loss of time per year in 
compensated cases is ten weeks. The average compensation 
paid is about $100. The average cost of medical care per case 
is $90, Industrial dermatitis, then, is of paramount interest 
both to employer, employee and dermatologist. 

Are certain individuals more predisposed to industrial 
dermatitis than others? 

The Negro is less susceptible to the action of skin irritants 
than the white man. Many employers will employ only 
Negroes where the occuparion entails exposure to irritating 
dusts and dyes. JMen with thin blonde skins are more easily 
irritated than those with thick oily skins. This is especially 
seen in those who work wth soaps, turpentines and far sol- 
vents. Men ivith hairj^ skins are apt to develop furuncles, 
acne and folliculitis when ivorking in oil refineries, machine 
shops and garages. 

Various portions of the skin of the same individual vary 
in their susceptibiliy to irritation. The inner aspects of the 
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forearms and the anterior portions of the body are much 
more easily irritated than are other paro. 

Young people are more readily irritated are older 
ones. The skin of u'omen is much more sensirive to external 

irritants because of its d^Tiess. ^ ^ 

There is more industrial dermatitis in marm yeather than 
in cold because less clothing is worn and there is closer con- 
tact uith irritants. Then, too, perspiration is a factor. 'W'ork- 
ers who perspire excessively are more likely to develop 
dermatitis from sohd substances such as calcium oxide, which 
in the presence of moisture becomes calcium hydroxide or 
slaked lime. 

Diet, too, may be a factor in that it influences the hydro- 
gen ion concentration of the perspiration. 


Diagnosis 

The problem of finding the causal agent in industrial 
dermatitis and determining whether the dermatitis is of in- 
dustrial origin, is in some cases very difficult. Inasmuch as in- 
dustrial dermatitis is contact dermatitis, the picture is in no 
ways different from any other t^'pe of contact dermatitis. 

In the great majorit)* of cases seen in the office and at the 
clinic, an accurate diagnosis can be arrived at by carefully 
examining and questioning the patient and by a careful con- 
sideration of those criteria mentioned on page 21. In most 
cases these simple measures will enable one to make a diao-- 
nosis. There are. however, many t}-pical cases in which so 
many irritants are suspected and so few real clues are present 
that it becomes necessary' to resort to patch testino-. Patch 
testing, however, is of little value in the chronic lidienified 
n,-pes. 


The Patch Test 


Tyfirnc.-The technic of the patch test is as follows- A. 
sm^ piece of the suspected material is applied, or a piece of 
undyed linen is soaked in the solution or, if powder is tested 
a ^aU piece of moistened linen is dipped in the powder or 
other matenal. This patch is placed on the unbroken skin. 
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covered with a large piece of gutta percha or oiled skin, then 
these two patches are covered \tith adhesive plaster. A suit- 
able place generally for patch testing is the patient’s back. As 
many as thirty* such tests can be made at one time. On re- 
moval of the patches at the end of nr’em^'-four to fort)*- 
eight hours, the sites are cleansed and any reactions observed. 
K a reaction occurs to any given substance used in the tests, 
provided that substance is not a primary* irritant, then one 
can conclude that the skin is h^’persensitive to this substance. 
It does not prove, however, that this substance is the cause of 
the existing dermatitis, unless there is a histor}' of exposure 
to this substance and the reaction that develops has the char- 
acteristics of the dermatitis that is being investigated. With 
these conditions fulfilled we have a right, then, to suspect 
that substance. 


Evaluation of Reactions.Snhhtrger says “that the demon- 
stration of this specific allergic ht^ersensitivit}' by means of 
the patch test may suggest, but does not necessity prove, 
that the allergen was the cause of the presenting clinical der- 
matitis. For this reason the phj-sician evaluating reacrions 
should constantly bear in mind that a positive allergic re- 
sponse to a correctly performed patch test caimot possibly 
prove causal relationship, but can only demonstrate that there 
is an eczematous h}-persensitivir)'- of the particular skin site, 
at the parricnlar rime, and to the parricular substance in the 
particular manner and concentration applied; vice versa, an 
absence of reaction to patch tests performed lege artis demon- 
strates only that the particular skin site is not ht-persensitive 
to the particular substance at the parricular rime and in the 
particular manner of exposure. The absence of reaction may 
^ESest, but does not necessarily prove, that the allergen ap- 
pliS was not the cause of the presenting dermariris.” 

^ WTule it is seneraUy admitted that patch tests when made 
properly are the most innocuous of all forms of skin tests, yet 
^t^ Sulzberger, “There are grave consequences which may 
follow the inmroper or careless use of patch tests and even 
the mreatest care and conscientiousness are sometimes unable 
to prevent certain ill effects.” It is therefore obvious that all 
who perform them must be conversant vrth their handhng 
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and furthermore these tests should not be performed unless 

definitely indicated. _ . . . 

Finally, m many cases of industnal dermatitis, e.ven after 
painstaking investigation and careful study including patch 
testing, the question of whether the condition present is due 
to industrial exposure remains unanswered. The honest ph^-s- 
ician, then, has no alternative but to say, I am not able to say 
whether or not the employee’s occupation is the major factor 
in the production of this dermatitis.” 

Illustrative Cases 

The following cases illustrate a few of the common indus- 
trial dermatoses encountered in office practice: 

Case li. Dermafitis from Contact with Varnish Remover 
M. A., a white man, aged thmy'-eight, was employed in a large 
concern which manufactured telephones and telephone equip- 
ment. This patient’s hands were swollen, inflamed and edematous 
while the skin of the terminal phalanges was dr)*, infiltrated, fis- 
sured and quite painful. The patient stated that tu'o years before 
he had had a similar condition and after a short vacation and a 
change of work, the skin cleared up promptly. Owing to a short- 
age of men he was again returned to his old department where 
he used a varnish remover constantly. Almost immediately he de- 
veloped a recurrence of his previous trouble. He attributed the 
conation to contact with the varnish remover and he was prob- 
ably correct. He was given another rest and later transferred to 
other work. Under soothing ointment his dermatitis disappeared. 

We know that varnish and paint solvents, the principal 
ones of which are turpentine, benzine, pentane, coal tar, 
naphtha and toluol, are often systemic poisons as well as cuta- 
neous irritants. 


Case Vll. Chrome Dermahtls 

A white male, aged rivent\--four, was referred to me for a 
severe, crusted, fissured dermatitis involving the tips of the first 
tHee finge^of Ae right hand, the third and fourth fingers of the 
left hand. The skin of all the involved areas was dr\-, infiltrated 
stiff and fissured. He developed blueprints and S occupation 
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necessitated immersing the affected fingers in a solution of potas- 
sium bichromate. This, then, was a case of chrome dermatitis. 

Among 1000 cases of industrial dermatitis, reported by the 
State of Ohio, there occurred sixty- cases of chrome ulcera- 
tion and thirt}--one cases of chrome dermatitis, or about 9 per 
cent of all the cases of industrial dermatitis. The electroplat- 
ing industry’" accounted for forty’-nine cases of chrome ulcer- 
ation and dermatitis. A dermatitis of this t}-pe is quite com- 
mon in the photographic and lithographic trades. 

Case VIII. Cement Dermatitis 

A white male, aged thirt\--three, employed in a large shingle 
manufacturing company-, was referred because of an eczematous 
dermatitis on the dorsal aspects of both hands, including the 
fingers and the flexor aspects of the wTists. The sldn of the af- 
fected areas was dry-, inffltrated, scaling, and on the tips of the 
terminal phalanges of all the fingers there was thickerung of the 
skin and fissuring. His work consisted of handling cement shingles 
and, while he customarily- wore rubber gloves, the cement dust 
got into his gloves and irritated his skin. 

The patient’s work was changed because he presented such a 
typical picture of cement dermatitis. Soothing ointments and 
radiotherapv in small doses were applied to the affected skin and 
after several months he made a complete recovery. 

AVe know that it is entirely- possible and probable for ce- 
ment to have produced this dermatitis. The patient’s e.xplana- 
tion of how Ae cement had irritated his skin was undoubt- 
edly- true. Cement used in the building trade consists of lime, 
clay- and silica in varying proportions. They- produce a 
dermatitis knotvn as “cement itch.” AA'Tien cement, such as he 
had been handling, comes in contact with the skin, it absorbs 
moisture from it and after some rime causes the skin to be- 
come dn*. hard and thickened. Such skin is likely- to crack, 
and fissures and ulcers result. 

Case IV. Epidermophytosis of Feet Simulating Industrial Dermatitis 

The patienty a white male, was referred for an eruption on the 
sole of Ae left foot. He stated that about one week before he had 
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stepped on a piece of hot metal. This burned right through h^ 
shoe and blisters formed u'hich left a raw spot. He went to the 
plant physician \vho cut the burned flesh away, treated the bum 
for several davs, and it gradually healed. About uvo days after 
he had burned his foot, he developed three large blisters on the 
ball of the foot and one on the undersurface of the great toe. 
Examination of the left foot showed on the sole, iust posterior to 
the ball, a crescent-shaped, scaly patch which represented the site 
of the bum and which was nearly healed. Posterior to this area 
were arranged three pea-sized, deep-seated, multilocular, “boiled 
sago grain’ nyie vesicles tvpical of eczematoid ringworm, and 
on the plantar surface of the left great toe was a similar lesion 
but its contents were milk}'. 

These vesicles, which the patient firmly believed were due to 
his previous bum, were incised, their tops removed and examined 
in a 25 per cent solution of potassium hydroxide. The branching 
mycelial threads and the spores found were those n'pically seen 
in epidermophytosis of the feet. 

This, then, was not an industrial accident as the patient had 
originally supposed but a case of epidermophytosis, and is 
reported here that one may be cognizant of the fact that all 
cases, irrespective of their histor}-, should be painstakingly 
examined. 
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LUPUS ERYTHEMATOSUS 
ARTHUR W. STILLIANS, M.D.* 

Erythematous lupus is a systemic disease which is usu- 
ally chronic and manifested oiy by leaons of the skin and 
mucous membranes. In rare instances it is acute, nith general 
symptoms as well as those related to the skin; this tj'pe com- 
monly has a fatal outcome. 

CLINICAL MANIFESTATIONS 

The chief fowis are: 

1. Chronic discoid 

2. Chronic disseminate 

3. Discoid in exacerbadon 

4. Disseminate in exacerbation 

5. Acute disseminate 

Chronic Discoid Lupus Erythematosus 
The discoid form (Fig. 1), by far the commonest of these, 
has its first manifestadons in one or several round or oval, 
sharply defined, red macules on the face. These resist sooth- 
ing applications and soon show adherent scales which, when 
removed, are seen to have peglike projections upon the under 
surface. In the sites from which they are taken, correspond- 
ing pits are seen. These scaly lesions become sUghdy elevated, 
eidarge and develop a zone of telangiectasis about the scaly 
portion and atrophy at the center. The central scar sometimes 
retains the aforementioned pits. 

The lesions frequently merge nith neighboring patches to 
form polycyclic figures. Occurring most often on the cheelcs, 
they join by means of a patch on the nose to form the ty'pical 
figure resembling a butterfly uith open -nings. Similar round 
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or oval patches appear on the ears, less often on the backs of 
the hands and fingers and on the toes. On the scalp one fre- 
quently sees a bald atrophic spot bordered by a red zone 
stippled ■«>ith dark brown plugs. 

An ill defined patch of homy follicular plugs without 
scarring or erythema is sometimes seen on the tip of the nose. 

These emptions tend to be s)'^mmetrical and verj’’ rarely 
ulcerate. The disease is chronic, with a strong tendency to 
recur after being cleared up by treatment. Contrary to the 
statements of many authors, new lesions may occur in the 



Tiff. 1.— Discoid lupus enthcmatosus. (Dr. Harry Hedges’ case) 


scars. A burning sensation may be felt in the early lesions but 
usually there are no subjective symptoms. 

The rare telangiectatic ^orm is manifested by macules or 
slifrhtly infiltrated nodules or nodes of a deep red to viola- 
ceous color caused by dilated superficial blood vessels which 
do not disappear under the diascope. No scales or keratouc 
plugs are seen, but the slow involution of the patch ends in 

^^Rarelv the early' lesions of the discoid form may resemble 
rosacea,^or may be wheals, vesicles or bullae. A cbmedo-likc 
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eruprion and a punctate macular one causing depressed scars 
have been described by several authorities. _ 

The discoid form of the disease may begin as chtlblam 
lupus, the lupus permo of Hutchinson. Bluish-red macules 
appear on the face, ears and hands. Aggravated by cold, they 
atW look much like chilblains, but later become infiltrated 
and reveal their true discoid character. 

Mucous Membrane Lesions.-Mhe. mucous membrane le- 
sions have been tvell described by Kren,^ from ■u’hom the fol- 
lowing is taken. Upon the lips, particularly their vermilion 
borders, an arciform or g}Tate figure may be seen spreading 
peripherally and clearing centrally, where the surface may 
be smooth with fine bluish-white lines or points. Instead the 
center may be eroded, covered with a yellowish pellicle, or 
it may already be a depressed scar. The border is elevated 
and covered with telan^ectases extending in parallel lines to- 
ward the normal skin into which they fade. Elasticit}' is often 
lessened so that fissures occur, tvith bleeding and crusting. 
Collodion-like scales may cover the whole lesion. Upon the 
buccal mucosa, chiefly in the interdental spaces, are seen 
atrophic areas, with dilated blood vessels or bluish-white lines 
radiating from the center. Similar atrophic lesions may occur 
on the palpebral conjunctiva, on the tongue, on the cartil- 
aginous nasal septum or the inner surface of the alae nasi. 


Chronic Disseminate Lupus Erythematosus 

The chronic disseminate form of the disease (Fig. 2) is 
manifested by an eruption of dull red macules or plaques, 
slightly mfiltrated. They occur not only on the sites men- 
tioned previously, but also on the V-shaped area of the upper 
chest exposed to light by the dress, the extensor surfac^ of 
the limbs, the backs of the hands and feet, fingers and toes, 
the finger tips, less often on palms and soles and upon the 
^k. Telangiectases may be numerous and vesicles occur 
frequently upon the violaceous lesions on the extremities. ^ 
may be supposed, this tt-pe is more apt to become subacute 
or acute than the discoid form. 

Vhth both chronic tN*pes, enlarged Ijunph glands, discrete 
and not tender, are frequently found. 
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Hypersensitivity in Lupus F atients. —Tht tendency of 
lupus er}'thematosus to produce in its victims h)-persensitive- 
ness to fight, to bacterial toxins, tuberculin, streptococcus or 
staphylococcus vaccines, to the shock of operation or other 
trauma is of great importance because of its relation to 





't 



Pig. 2.— Chronic disseminate lupus erythematosus. 

recurrence and acute exacerbation. Such occurrences fre- 
quently date from exposure to sunlight or artificial ultraviolet 
hght, to injections of tuberculin or to an operation, even 
of minor character. 

Discoid or Disseminate Lupus Erythematosus in Exacerbation 

Durino- the course of the chronic forms the occurrence of 
fe-jcr, albuminuria, bone and joint pains and malaise are 
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warnings of an impending acute exacerbation. The lesions 
become edematous, brighter in color, and new ones_ appear. 
On the mucosae, bullae may form, crusting and learmg ero- 
sions, even ulcers at times, -with the floor covered by gray or 
yellow pellicle. Hemorrhagic macules, papules and vesicles 
appear on the extremities and these, nith the mouth lesions, 
often produce a strong resemblance to erythema multiforme. 

The fever is low and fluctuates irregularly. Albuminuria is 
usually moderate, nith few casts and traces of blood. Stick- 
ney.- who has made a study of it, believes that it is due to 
toxic irritation and that the kidneys like the skin, may return 
to normal during remission of the disease. A secondar)’’ an- 
emia nith leukopenia, sometimes a relative Ijmphocjuosis or 
thromboc}topenia, is common. The white cell count may be 
only a low normal but fails to rise with elevation of the 
temperature. "Rapid sedimentation of red cells is the rule. 

The joints are frequently involved before the appearance 
of the skin lesions, according to Slocumb.® Twenn* per cent 
of patients nith chronic disseminate lupus have arthritis or 
arthralgia. Fift)'-seven per cent of those with the subacute 
disease and 63 per cent of those with the acute form also 
suffer from it. The s)'mptoms resemble those of rheumatism, 
but, though salicylates relieve the pain, they do not reduce 
the fever. 

Other serous surfaces, such as the pleura and pericardium, 
are commonly inflamed, and even the peritoneum may be in- 
flamed in some instances. Endocarditis, often found at au- 
tops}', is not eas)’ to detect by clinical means. The l 3 Tnph 
glmds are usually enlarged, the spleen and liver not seldom. 
Diarrhea is the commonest gastro-intestinal symptom. Pain 
in the abdomen may simulate a surgical emergency and lead 
to an uimecessary operation. 

Choroidim and retimtis, sometimes hemorrhagic, are not 
infrequent in the severe cases. Maumenee^ reports five such 
cases which he considers a manifestation of the o-eneral tox- 
emia not peculiar to the disease. ^ 

Keil- considers the possibifity of a relationship between 
einthematous lupus and dermatomj'ositis. He reports a case 
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■with features of both diseases and "mth lead in the urine, and 
refers to the theory of Ludy and Corson.® 

Rose and Pillsbuiy* mention the relationship of Raynaud's 
^Tidrome and periarteritis nodosa as rrelL Raynaud’s attacks 
or thromboc}Topenic purpura mat* antedate the skin lesions. 

Acufe DIsseminafe Eryfhemafous Lupus 

Acute disseminate errthematous lupus is rare, although ac- 
cording to Ludv and Corson® it is rapidly increasing in fre- 



auencv It exceeds in severin' the subacute and acute e.v- 
acerbanons described above and differs in the fact that no 
histor\- or ffsns of chronic lupus ein-thematosus precede it. 
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Alon? or preceding the severe systermc disturbance and 
oreat prostration, a pu^fy erythema appears upon the face, in- 
volving much of in There may for a time be a sharp dem^- 
cation about the eyes and at the frontal hair line, but the 
eruption soon spreads over these and involves^ portions 
of the extremities and trunk (Fig. 3) . The skin between Ae 
inflamed patches may show the htikohky sign— separation 
of its lavers on moderate side pressure. Hemorrhagic vesi- 
cular and bullous lesions are numerous. Mucous membrane 
involvement causes great distress and patches of alopecia ap- 
pear about the lesions on the scalp. 

The course is often steadily and rapidly downward in spite 
of all therapeutic efforts, but remission may occur, last for 
months or even rears; then recurrence brings the fatal issue. 
The fever becomes tvpical of sepsis, but blood cultures are 
commonlv sterile until secondar)* infection occurs. Pneu- 
monia. septicemia or pyemia usually ends the struggle. 


PATHOLOGY 


The histopatholog}' of the skin consists of dilatation of 
blood and hunph vessels in the cutis ivith edema most 
marked in the papillar}' laj'er. liquefaction necrosis of the 
basal layer, fragmentation of the collagen and elastic fibers 
in the stratum just below the papillae, and a perivascular and 
periglandular infiltrate of Ij-mphoci-tes. Ht-perkeratoas, 
with the formation of homy plugs in the follicles, the mouths 
of sweat ducts and between them, is characteristic. Atrophj- 
foUows. 


The significant pathology' is found in the internal organs 
in the severe forms of Ae disease. Baehr, Klemperer \nd 
Schifrin® found iiucroscopic alterations in the small blood 
vessels of the kidneys in twent>' of the twent}--three cases 
that they smdied. Similar vascular damage was found in the 
sIm and many other oigans. It ranged from simple dilatation 
mth extrav^tion of serum and blrad to endothelial prolifer- 
anon resulting in thrombi and degenerative and necrorizino- 
areas m the blood vessel walls, and a peculiar hvaline deaen- 
eranon producing in the kidney a stiff appearance of the 
vessels-the ^^■lre loop lesions.” Baehr and associates have 
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never seen these in human tissues except in eclampsia, but 
they are seen in horses which have been immunized by re- 
peated intravenous injections of live bacteria. 

These authors liken the photosensitiveness of the skin of 
lupus erjnJiematosus to the Sh-iDartzvmn phenovienom in- 
tense vascular damage with hemorrhage and necrosis in 
tissues sensitized by a local injection of bacterial toxin, fol- 
lowed after a suitable interval by an intravenous injection of 
the same or a different toxin, or even of an entirelv unrelated 
protein. These reactions are elicited more easily by mixture 
of testicular extract xvith the bacterial toxin or when preg- 
nant animals are used. 

In the fatal cases of lupus erythematosus, any or ail of 
the serous vievibraues are involved; joints and pleura most 
often, pericardium frequently, sometimes the peritoneum, 
^'errucous endocarditis is common and not seldom is of the 
atypical, nonbacterial type characteristic of the Libman- 
Sacks symdrome. Thrombi or emboli are found in many tis- 
sues. Qoudy sxv'eUing or other disease of the liver, splenitis or 
perisplenitis may be present. 

ETIOLOGY 

The outstanding fact is the great predilection for the 
feyuale evident even in childhood; 75 per cent of the chronic 
cases, 90 per cent of the disseminate and nearly all the acute 
cases axe in females. All ages are represented, but women be- 
rn'een pubeny and the menopause are in large majoriy. 
Strange to say, there has been no definite endocrine hctor 
discovered. Possibly it may be found by further investigadon 
of the Shwartzman phenomenon. The influence of pregnancy, 
already noted, is suggestive. Pusey and Rattner® report a case 
connected with menstruation in which adrenal gland therapy 
seemed to prevent recurrence of the facial eruption. Baehr^ 
in a discussion of his paper stared that sex predominance may 
possibly be related to the cyclical variations in ovarian func- 
tions which influence the skin. 

There is in many of the chronic cases of lupus eiythemato- 
SU 5 a close associaffon xrith tuberculosis. This is not so evi- 
dent in the acute cases, in many of which not the sUghtest 
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evidence of tuberculosis can be found. The advocates of the 
tuberculous theor)' of the causation of lupus er)-tbeinatosus 
are under some difficulty to explain why the sHn lesions of 
lupus ertThematosus never ^ve histological evidence of 
tuberculosis and how the baciUus of Koch tills without leav- 
ing its fingerprints. Goeckerman^® presents strong statistical 
etadence against its tuberculous nature. 

Brocq's ffieoty that toxins from infections foci of various 
kinds are responable has long been the favorite among derma- 
tologists and u-ili probably remain so until a specific cause is 
found. 

The porphyrins sometimes foimd in the blood of light- 
sensirive individuals, including many Mith lupus ein-thema- 
tosus, have been suggested as an eriologic factor. The discov- 
ety of Goeckerman, Osterberg and Sheard'^ that they could 
increase the blood porphyrins in light-sensitive individuals bv 
an. exposure to ultraviolet light seems to indicate that the 
porpht-rins are a consequence rather than a cause of photo- 
sensitivity. Similarly Ludy and Corson® think that lympho- 
cytosis may be a response to the action of light. These auffiors 
have reported a study of eighteen cases, m fifteen of which 
they found an excess of lead in the tissues. Among tu'entt* 
controls, lead in noticeable quantity was found in onlV 
three, and then only a slight amount. Thev suggest that lead 
poisoning may be responsible for the damage to the small 
blood vessels. Keil,- too. in his case found lead in considerable 
quantity. 

Belotei= suggests that, in view of the repeatedlv sterile 
blood cultures in acute cases with evert' other sign of sepsis, 
lupus ertthematosus may be another of the diseases due to an 
ultravncToscopic agent.' 

Baehr® sums up the present idea of the etiologt' well when 
he savs; “it would seem that the disease is conffitioned, not 
by the nanu^ or severity of the local infection, but bv a 
peculiarity in the constitutional reaction of the host.” ' 


PROGNOSIS 


cases of chrome discoid lupus will with few exceptions 
subside under treatment, leaving scars (Fig. 4). and m all 
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probability will recur after months or years. A few \^-ilI 
become acute and rapidly fatal. 

The chronic disseminate type furnishes a much larger per- 
centage of subacute or acute exacerbations. The prognosis in 
these is in relation to the measure of acuteness and the signs 
of internal involvement. 

For the more severe of these and for the acute exantheim- 
toiis type, little hope can be ofiFered. The fatal outcome ma}’ 
be reached in a few weeks or may \\nth careful attention be 
deferred for some months. 



J.'ijr. 4.— Scar caused by lupus enthematosus, seith several recurrent papules 

within it. 


The scars of lupus etythematosus are, like those of lupus 
vulo-aris and bums, subject to malignant change in a small 
percentage of cases. The epitheliomas originating there are 
usually squamous celled; vety rarely sarcoma begins in a 
scar of this kind. 

DIAGNOSIS 


Plaques on the face, scalp, ears or extremities showing a 
peripheral zone of telangiectasis, and next a zone covered by 
adherent scales vnth homy pegs on the lower surface and m 
the center a scar are diasnosac of the discoid vaneiy of the 
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disease. If the lesions of this nature are arranged rather st m- 
metricallv across the nose in butterfly fashion there can be 
no doubt. Involvement of the lips or buccal mucosa ma\ 
sometimes be diagnostic without sldn leaons. A remammg 
discoid lesion may clarify an acute eruption othenvsie dim- 


cult of dia^osis. _ - - i. - r 

A low, irreamlsv fever, arthralgia or arthritis, the pam or 
wluch is reheved by salicylates without affecting the fever, 
leukopenia, petechial eruptions, slight or outspoken albu- 
inimiria, sisns of pleural, pericardial or endocardial involve- 
ment with persistentiv negative blood cultures should, ac- 
cordins to the Reifensreins^® and Rose and Pillsburt’.' justify 
a diagnosis of lupus ertthematosus even before the t}-pical 
skin signs have appeared. 


DIFFERENTIAL DIAGNOSIS 

Senile keratoses are covered by homy crusts show ing cen- 
ter pegs on the lower surface, but these are not scales and 
there is always a histort* of spontaneous loosening of such 
crusts from time to time, then formation of a new one on the 
same ate. They are few in number and enlarge vert* slowiv. 
and have no peripheral telangiectasis or central atrophv. 

Lupus vidgaris usuallv begins early in life, has no such pre- 
dilection for the female, usually shows somewhere tvpical 
apple-jelly macules or papules, translucent vellow under the 
diascope and easily punctured with a fine probe. Ulceration 
is usually present. Lupus vtdgaris erythematoides of Leloir 
lacks ulceration but has the other features u-pical of 
its group, including a strong tendencv to astunniecrv, fre- 
quent involvement of the trunk and avoidance of the’ scalp. 
The primarv- lesions of lupus vulgaris are small, producing 
a finely scalloped border, while lupus eiythematosus patch^ 
are coarselt gyrate. The histopathology of the two diseases 
furnishes a sharp contrast. 

Ternary nodular syphilis is seldom symmetrical, and often 
develops m one direction, forming a serpiginous border usu- 
aUy ulcerated The lesions are nodules. ’’A positive serum 
test tor s;i^;ph^ is of value but a negative test does not rule 
out s\-philis. Biopsy should be concluave. 
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Rosacea, like lupus erj’rhemarosus, involves the flush areas 
of the cheeks and the nose, but also the chin and the glabella. 
The lesions are soft papules or papulopustules which come 
and go quickly, var^dng from one day to the next, and do 
not cause scars. The grog-blossom nose is large, fleshy and 
bright red; the nose of lupus erj^thematosus is of normal size, 
grayish, and covered by homy plugs. 

The various forms of Boeck’s sarcoid may resemble the 
deeply infiltrated form of lupus er}T:hematosus. Histopath- 
ologic smdies must decide. 

Upon the lips cheilitis exfoliativa may suggest lupus erjth- 
ematosus, but it does not show the pegs on the undersurface 
of the scales, only the crimson border of the lip is involved, 
with no polycycUc extension upon the skin, and other lesions 
of seborrheic dermatitis may be present. There is no atrophy. 

From acute disseminate lupus erjnhematosus one must 
sometimes distinguish erysipelas. This is as}Tnmetrical unless 
it begins in the median line, and it spreads rapidly with a 
sharply elevated, gloss)*, hard surface upon which vesicles or 
bullae may appear. There is usually only one patch, fever is 
high, and leukocytosis is marked. 

Severe febrile erythema vndtiforme seldom involves the 
face and the mouth involvement is severe in comparison to 
facial participation. Leukoc)T:osis and positive blood cultures 
may decide. The lesions of er)'thema mulriforme on the ex- 
tremiries often enlarge rapidly in concentric circles. 

TREATMENT 

The treatment of ei^thematous lupus has three objectives; 

1. To prevent scars in discoid cases. 

2. To prevent e.xacerbations of either chronic form. 

3. To save life in the acute phase. 

Treatment of Chronic Discoid and Disseminate Lupus 

The first objective is attained by prompt clearing of the 
discoid eruption. The patient should understand at the out- 
set that scaK are apt to occur, if not already present. Just as 
the lairy^ frequently mistakes stains for scars, so they in rare 
instanci fail to recognize the scars already in evidence. 
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Rest is an important factor in treatment of any c^e of 
er}-thematous lupus. Many patients afflicted nith the chrome 
form are of the nervous atonic tj-pe and constantly overtax 
themselves. Becker, in a discussion of the paper of Ludy and 
Corson,® has 'wisely emphasized this point. 

For the incipient chronic case, fflst try soothing the lesions 
with cool iret dressings of cuticolor lotion,* saturated solu- 
tion of boric acid or one part of liejuor alumim subacetatis in 
16 parts of water. Rarelj' an oncoming patch will subside un- 
der such management and it is alwa^'s wise to treat young 
eruptions -nith gentle methods until their character has been 
established. 

If the lesion proves resistant or if evidently chronic when 
first seen, mild stimulation, such as is afforded by lotio alba 
or the new lotio siilfiirata of Abramowitz,^'’ may be tried. 


Lotio nilftrrjtj 

Solution of sulfurated lime, filtered 30.0 

Samrated solution of Txac sulfate, filtered . ... 20.0 
Glvcerin 5.0 


.Mix and let stand. Shake and dab on the spots 
once a day. Let it dr}" on. 

If not enough effect is obtained from one or the other of 
these lotions dabbed on once a day, brisk scrubbing with soap 
and water before apph-ing the lotion mav enhance the effect. 

A more indolent patch may be stimulated by Small’s com- 
bination of 1 part phenol and 4 parts lactic acid painted on 
after cleansing the skin -n-ith ether. This can be repeated once 
a week if the irritation of the previous treatment has subsided. 

Suil more vigorous is the action of a stick of carbon diox- 
ide sno-iX pr^ed on for from five to twenty seconds, depend- 
mg on the indolence of the lesion. In the case of veiw old 
skins and those which have been previousl)"' treated ■with 
radium or roentgen ra^-s, tyecial care must be taken, for 
they sometimes react excessively. A preliminary freezing for 
one second may be tried. ' ^ 

In the tr^ffnent of a s)-stemic disease, as enthematous 
lupus undoubtedly is, it seems reasonable to favbr measures 

• Cuticolor powder of Fantus and Dvniewicr in - 

an improTement on calamine lotion.^* ^ suspenaon. 
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mfluencing the whole organism rather than the sldn alone. 
The importance of rest has already been emphasized. Diet 
rnay be the means of exerting a decidedly beneficial action. 
Since the introduction by Gerson of the salt-poor, rain fruit 
and vegetable diet for tuberculosis of the skin it has proved 
of great benefit in certain cases of lupus erjnhematosus. iMost 
of them have been of the chronic type, but Lohe^® mentions 
a case of acute ctyThematous lupus which, after nine weeks 
of a salt-free diet nfith a preponderance of raw foods, was 
entirely healed and the patient had gained 4.5 kg. in weight. 
Urbach^' also reports good results in some cases, none in 
others. He outlines the diet and discusses its modus operand!. 

Anderson and Ayres^® mention several cases of the disease 
benefited by a raw fruit and vegetable diet. 

The l^Titehouse method of giving iodofonn, 0.06 gm. (1 
grain) three times a day by mouth, is praised b}’’ some. Qui- 
nine b}'- mouth, pushed to the limit of tolerance, is also 
credited with good results. Hollander*® introduced the in- 
ternal administration of quinine combined vdth local applica- 
tion of iodine. He gives a precautional first dose of 0.05 gm. 
(about 1 grain) to uncover a possible sensitiveness to the 
drug, and if none is present he administers 0.5 gm. (8 grains) 
of quinine chloride or sulfate three times a day after meals. 
Five or ten minutes after taking this the patient paints each 
discoid lesion with tincture of iodine, applying several coats. 
Two such paintings each day are sufficient and after five or 
six days of treatment a rest is necessaty. A crust forms and if, 
after this falls, a smooth skin is not left, the treatment must 
be repeated. This method sometimes produces excellent re- 
sults. 

Salicin, 0.6 gm. (10 grains) to 1 gm. (25 grains) three 
times a day by mouth, or himvien sulfonate (ichthyol) in 
doses of 0.12 gm. (2 grains) three times a day have been 
praised. iMany other drugs have been used m’th occasional 
wood results. Among those mentioned in the textbooks is 
potassium iodide which I menrion only to warn of danger in 
administering it to patients -ndth disseminate lupus etythema- 
tosus vnth Sidney damage. I have seen disaster follow 
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promptly after three doses of 0.3 gm. (5 grains) in such a 

The intramuscular injection of the patient’s omi blood or 
blood serum is a mild form of foreign protein therapy that 
sometimes produces decided benefit; 5 to 20 cc. may be given 
ever,- five to seven dap for sk to eight doses or longer. A 
mild' febrile reaction sometimes occurs after the first dose, 
but it has never been troublesome m my experience. 

Another nuld form of treatment is that suggested by 
Goeckerman:"® filtered roentgen rays to the l\-mphatic 
glands. He reports excellent results in a lai^e percentage of 
cases and. in some, astonishingly prompt results. This is sub- 
stantiated bv O'Lean--’ and I have seen excellent results in a 
few cases from this treatment. 

Reute- in 1913 showed that lupus eiynhematosus is highly 
responsive to treatment with gold salts. This method, because 
it is more consistently successful than any other, has become 
the favorite form of treatment— so popular that some seem to 
regard it as the only one. This is far from the truth. It is a 
ver)- dangerous drug in acute cases of er}-thematous lupus 
and' in the subacute disseminate cases it must be employed, if 
at all, vith the greatest care. 

There are many preparations of gold in use, but in this 
countT}- gold and sodium thiosulfate introduced bv Scham- 
beig and 'i'i'righr^ is by far the most popular. Since early days 
the customar)- dosage has been reduced so that now 50 m'g. 
once a week intravenously is the maximum. According to 
the nature of the case, from 1 to 50 mg. are given intra- 
venously once a week for twentj- weeks or longe'r if needed. 
Frequent examination of the urine, blood and sldn must be 
made and functional tests of the excretorj- abilit\- of the kid- 
ney and the functioning of the liver will not be amiss. 
According to Throne and Myers, repeated findings of hitrh 
blood sugar and low blood chloride levels warn of retention 
of heap metal. In cases in which retention is present, treat- 
ment with sodium thiosulfate gives excellent results. 

Untoward reactions to gold are much like those made too 
tamih^ to us by the arsphenamines. Fever, nausea and vomit- 
ing, diarrhea and stomatitis may occur soon after the in- 
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jecrion or days or even weeks thereafter, lasting a few dap 
or many weeks. Pruritus, erythema, urticarial, papular or 
vesicular eruptions may eventuate in exfoliative dermatitis. 
Erosions and ulcers may occur upon the mucous surfaces. 
Aplastic anemia, purpura with hemorrhages into the skin and 
from the internal organs, leukopenia and even agranulocy- 
tosis may occur. 

In spite of all this the proportion of toxic accidents is low 
compared to the great number of injections given. 

Bimmth given as for syphilis is also helpful in the chronic 
cases. It is less toxic and less active than gold. It may be 
given in courses alternating with those of gold salts. 

Treatment of Acute Exacerbattons and Acute Erythematous Lupus 

Acute exacerbations and acute erj’^thematous lupus consn- 
tute a much more difficult problem. Rest may be aided by a 
darkened room, cool compresses to the face as recommended 
for the chronic cases, and tepid baths in starch or oatmeal 
water. The diet should be as nutritious as the state of the gas- 
tro-intestinal tract permits, with, of course, no alcohol or 
condiments included. 

All remarks in the presence of the patient must be en- 
couraging. Some responsible member of the family should be 
warned of the danger. All possible means of investigation 
that do not unduly tire the patient should be instituted, but if 
infectious foci are found, they should not be disturbed. At- 
tempts at eradication of such foci during the acute phase of 
the disease are dangerous. 

Small blood transfmions, repeated frequently, are perhaps 
the most effective means of combating acute lupus ery’^thema- 
tosus. 

Suljanilaviide has been successful in a number of instances. 
Wile and Holman”^ treated seven cases vith it, with decided 
and lasting benefit in one discoid case in exacerbation and 
temporary'- benefit in two others. Their review of the litera- 
ture shows that improvement, sometimes remarkable, occurred 
in nine of twenty-one cases. As was to be expected, it was 
o-reatest in the e.xacerbarions of discoid cases, but benefit was 
seen in several acute disseminate cases. Even though the good 
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effect was only temporaty, these reports are encouraging. 
The case of Wallenberg, later treated by Wile and Holman, 
was twice brought to remission by sulfanilamide. 

Gold, if used at all in such cases, must be given m minute 
doses with great care. Wile and Holman"'’ report a case which 
after failure of sulfanilamide )neided to gold therapy. On 
the other hand, their most successful case was one of dis- 
coid lupus that became disseminated during a course of gold 
therapy and yielded to sulfanilamide. 

Rose and Pillsbur)'" used pentose nucleotide, lyophilized 
convalescent scarlet fever serum, poljwalent antistreptococcus 
serum, Htamin B concentrate and plasmochin in addition to 
the methods already discussed, with no encouraging results. 

The treatment of acute disseminate lupus erythematosus has 
been at best a heart-breaking job. How'ever, the greater fa- 
cilit}’' for obtaining blood transfusions today and the occa- 
sional success of sulfanilamide have slightly improved the 
chance of relieving the pitiable victims of this disease. 
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VITAMINS IN DERMATOLOGY 
MICHAEL H. EBERT, M.D.' 

Vitamins are organic substances which, in ven' minute 
quantities, are essential to good health and normal growth. 
The body is unable to stmthesize them so they rnust be pres- 
ent in the food. Vitamin D is an apparent exception in that it 
is produced under optimal conditions by the action of sun- 
light on the human sldn. VTien it is not so produced it must 
be added to the diet. 

The subject of vitamins and their role in health and disease 
is fascinating not onlv to the biological and medical scientist 
but to the lay public as well. Americans have an intense in- 
terest in public health problems. The mj'sterious role of 
substances, present in extremely minute quantities in our daily 
food, in influencing our well-being has a unique appeal. Over 
the ainvavs, in the public press, through the current maga- 
zines flotvs a constant scream of information and speculation 
about these new marvels. As a natural corollar)', misinforma- 
tion. groundless speculation and broad claims with no basis in 
fact have follotved in the wake of scientific investigation. 
Commercial exploitation of this popular interest has not been 
lacking. Self-medication nith vitamin preparations on an 
enormous scale has resulted. Fortunately ver)' little harm has 
occurred. Rational attempts are also being made to restore 
to evert'day foods essential vitamins removed bv processing, 
such as thiamine chloride in white flour. The war has stimu- 
lated these efforts at home and abroad. 


PRESENT STATUS OF THE VITAMIN PROBLEM 

In order that we might properly advise our patients and 
use this new knowledge effectively in our practice a brief 
summaiy of the present status of the vitamin problem seemed 


. * of Denmtologj-, Rush Medical CoUecre of 
Ae L myersiw of Dtoois; Attending Dermatologist. Cook Countv hospi- 
tal, .Assistant Attendmg Deimatologist, Presbyterian Hospital. ’ ^ 
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in order. The accretion of new knowledge occurs so rapidly 
and the pertinent literature is so vast that any presentation 
of the subject is bound to be obsolescent by the time it ap- 
pears in print. This situation is largely a culmination of 
patient, painstaking work carried on by’’ the biochemists over 
a long period. The vitamins are rapi^y’’ being isolated and 
artificially^ symthesized in quantities sufficient for large scale 
experimentation and clinical studyL 

On closer examination, however, we find that accurate, 
detailed knowledge of the physiological action of the individ- 
ual vitamins has not alway's kept pace vith our knowledge of 
either the chemical structure or the clinical manifestations. 
Doubtless great advances will be made in this field which trill 
lead to more effective therapeutic applications. 

Accurate quantitative measurement of the vitamins has pre- 
sented many' difficulties. Bio-assays although absolutely’ es- 
sential, has been tedious, beset with pitfalls and has had a 
considerable margin of error. With the chemical isolation 
and symthesis of the vitamins we are on our tvay’ to having 
a meastiring rod which the clinician can use more effectively’. 
.Methods for assaying the vitamin content of the body at any 
given rime are much needed. Some vitamins like thiamine are 
stored in very’ small quantity and must be furnished daily*. 
Others like \-itamin C are stored in sufficient amounts to last 
for months. Development of new methods for vitamin assay 
in the human v’iU undoubtedly’ be one of the ne.vt important 
developments. 

Splitting up the vitamin B complex into so many com- 
ponents and the study of their individual action must not 
blind us to the fact that in nature -v-itamin deficiencies are 
rarely single but multiple and that in therapy’ natural products 
mav have an advantage which is difficult to explain. There B 
undoubtedly’ a considerable sy’nergistic action of one vitamin 
on another. On the other hand, with the mulripficity’ of com- 
mercial products it is essential that we have some knowledge 
of the optimal requirements of the various vitamins included 
in a poly’valent vitanm product. ^ • j- -j i 

UndoubtedJr the ideal situanon for the healthy’ individual 
would be to supply the wtamin requirements in natural foods. 
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Consequendy a knowledge of the ritamin content of com- 
mon foods, the effect of processing, storage and cookmg on 
this content are of prime importance. 

PRIMARY AND SECONDARY VITAMIN DEFICIENCIES 

Rhodes^ in an address before the Institute of Medicine of 
Chicago, distinguished benreen prim^’- and secondar)^ vita- 
min deficiencies. The folloning outline is loosely based on 
his classification. 

FriviiiTy deficiency is due to an inadequate supply of vita- 
mins in the diet. This may be due to povert)', war conditions, 
social habits, dietar}' fads and occasional special diets for gas- 
tro-intestinal disorders, such as functional bowel disturbance 
and gallbladder disease. 

Secondary deficiencies may be produced in several wa)^: 

1. Loss of vitamins from the intestinal canal by increased 
mobilit}’’ or in chronic diarrhea. 

2. Incomplete absorption through the intestinal tract as 
the failure to absorb vitamin K in the absence of bile salts 
and the necessit)’- for normal far absorption for vitamin A 
or the inability to absorb vitamin D in steatorrhea. 

3. The lack of a bodily factor required to convert vitamins 
to a usable form. In pernicious anemia an enzyme is lacking 
in the gastric juice which when present converts something 
in yeast to a hematopoietic factor. Also the inability of dam- 
aged liver ceils to convert carotene to vitamin A or utilize 
K in production of prothrombin. 

4. Increased demands for vitamins due to (a) fever, (h) 
increased metabolism as in exercise, (c) h)q)erth)Toidism, 
(d) pregnancy and (e) lactation. 

5. Inhibition of vitamins by infections and by other toxins. 

6. Endocrine dysfunction. Sutton and Ashworth were able 
to produce pellagra at will in certain patients bv withholdint^ 
or administering an anterior pituitary^ extract or adrenal ex^ 
tract. Th)-roid may be useful in splitting carotene. 

7. Personal Kgh requirements are undoubtedly of imnor- 

tance m some individuals. The physiological explanation still 
escapes xis. r ^ 
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BIOLOGIC OXIDATION 

The process of biologic oxidation is an important one in 
understanding the physiological action of the vitamins. At 
least three of the B complex, i.e. thiamine, riboflavin and nic- 
otinic acid, and possibly two others, pyridoxine and panto- 
thenic acid, are concerned with biologic oxidation. Vitamin 
C is a biologic oxidant in plants. Its physiologic role in 
humans is obscure though its deficiency manifestations are 
well known. It is very possible it has a place in the oxida- 
tion process. Likewise vitamin A may possibly play some part 
in the oxidation of unsaturated fatty acids. I would recom- 
mend to ever^mne the lucid and fascinating account of bio- 
logic oxidation in Szent-Gyorgyi’s httle book. 

The source of all energy in the cell is the oxidation of 
foodstuffs. If the total energy of carbohydrate, for instance, 
was released in one step the heat produced would bum the 
cell. Consequently it must be released step by step. Chem- 
ically speaking, the withdrawal of hydrogen from an organic 
molecule is oxidation. An elaborate system of hydrogen ac- 
ceptors and donators is used to pass the hydrogen from higher 
to lower energ}'’ levels— a hydrogen “bucket brigade” as it 
has been called. A small amount of energy is released at each 
step. Some of the vitamins, though present in extremely mi- 
nute quantities, are phosphorylated, and unite with bearer pro- 
teins to form enzymes which activate important steps in this 
process of biologic oxidation. VTien deficient or absent the 
orderly process of oxidation is interrupted and profound dis- 
ease sjunptoms are initiated, such as pellagra and beriberi. 

VITAMIN A 

Absorption and Metabolism of Vitamin A and Carotene.- 
^titamin A is an unsaturated alcohol. It may be found in 
foods, as the vitamin itself, or one of its precursors, the car- 
otenoid pigments. The absorption and metabolism of the 
provitamins and vitamin A are of extreme practical impor- 
tance. Vitamin A, an alcohol, in the presence of fatty acids, 
is converted into a htty acid ester. A normal amount of bile 
must be present to insure its absorption. Carotene is trans- 
ported across the intestinal waU only when there is absorp- 
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rioa of normal amount of fat, in the presence of bile. Hence, 
any disease which causes diminished flow of bile or interferes 
with fat digestion will interfere trith the absorption of vita- 
min A and its provitamins. 

.Much still remains to be learned about the absorption of 
vitamin A and carotene. There is experimental evidence Aar 
the th)Toid may plar an important part. Other factors remain 
to be discovered which inhibit the proper absorption. In 
some individuals there appears to be an inability to transform 
carotene into vitamin A. Popper^ has demonstrated wiA the 
fluorescent microscope Aat vitamm A is stored in Ae Knpffer 
cells and parenchvmal cells of the liver, in Ae body fat. in 
the aAenals and Ae gonads. The liver is Ae most important 
storage organ and Ae abiliry to store vitamin A may be in- 
hibited fay disease. Nor infrequently Acre is evidence in Ae 
skin of vitamin A deficiency in cirrhosis of Ae liver. 

Unit. The unit of vitamin A is Ae amount necessart* to 
produce Ae phyaological effect of 0.0006 mg. of pure beta- 
carotene. 

Sources. Green groning leaves are Ae best food sources. 
The yellow vegetables contain considerable amounts. Oleum 
percomorphura contains 60,000 U.S.P. units per gram, ap- 
proximately 1 cc. If Ae Aopper used requires 3 drops for 
1 minim. Acre would be 1333 units per drop. Plain haliver 
oil furnishes 55.000 units per gram, or 1200 per drop. Cod 
liver oil contains 600 units per gram, or 2400 per teaspoon- 
ful, Capsules of high concentration, ;.e., 25.000 units and 
50.000 units of vitamin A, are available and relativelv inex- 
pensive. 

The requireniems for a normal adult are 5000 units dailv. 
During pregnancy and lactation this is increased to 8000 units' 


Vitamin A Deficiency 

The exact pht-siobgical action of vitamin A is obscure 
Ir IS essential to Ae production of visual purple. Its defidencv 
residts m night blindness. Tests for dark-adaptation are beinb 
pertected to determine vitamin A deficiency. Ocher deficf- 
encv manffesmnons are found in manv epithelial structures, 
resulting m kerattwzition similar to Aac found in Ae epi 
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demus, and to hyperkeratosis of the epidermis itself. The sldn 
becomes dr)’ and rough and papules appear due to the kera- 
tinization of the follicular openings. Atrophy of the stveat 
glands and keratmization of their ducts account for lack of 
sn^eat. Comedones form and the sebaceous glands show both 
keratinization and metaplasia. Frazier and Hu® reported such 
skin conditions in undernourished Chinese, to which they gave 
the name toad skin or phrynodemia. Lowenthal^ described 
similar skin changes associated with night blindness and xeroph- 
thalmia in South African prisoners on a diet low in vita- 
min A. They were cleared up by the administranon of cod 
brer oil. I^'liile m’ght blindness responds quickly to the 
administration of Htamin A, the sldn changes are slow to 
peld and require continuous treatment over a period of 
months. 

Therapeutic Uses 

Follicular Hyperkeratoses.— Muny clinical endties charac- 
terized by follicular hj^erkeratosis, with di^mess of the skin 
due to diminished oil and sweat, have been described by 
clinicians. Keratosis pilaris, one of these conditions character- 
ized by follicular plugging most marked on the external sur- 
faces of the arms and on the legs, usually clears up in the 
summer and is improved by the administration of thjnoid. 
Lichen spimilosis, another disorder not influenced b_v season, 
possibly of toxic origin, characterized by homy follicular 
spines, usually grouped and scattered irregularl)’' over the 
body, is a rarer condition. Lehman and Rappaporri suggested 
that such conditions might respond to large doses of vitamin 
A. Doses of 150.000 units d^y should be used. It is our 
experience that disorders characterized by h}'perkeratosis, 
such as keratoderma of the palms and soles, are benefited by 
the administration of vitamin K. 

Pityriasis Rubra Pilaris.— This is a relativel)’ rare chronic 
sldn disorder characterized by the appearance of conical ker- 
atoric follicular papules and h>’perkeratoric plaques on the 
palms soles, knees and elbows, and associated with a fine 
white’ scale ’of the scalp and at times of the face. In more 
advanced cases these papules may coalesce to form a general- 
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ized exfolktiiis erythroderma. The disorder usually begins m 
the first three'' decades of life; incomplete remisions the 
rale. Occasionally one sees a patient trith Mar sbn chaises 
■u'hich appeared for the fii^ time in middle or late me. 
Branstins® studied three cases of this t)-pe appearing in nud- 
dle age. "In each case there teas diminished^ ^k-adaptatjon 
and in one a carofinemia, kuficating an inability’ to split car- 
otene and form vitamin A. Ail tlTese patients responded to 
the administration of vitamin A, tvith disappearance of n^ht 
blindness and a gradoal improvement in the sldn condition. 
We hare had a similar experience and tronld recommend 
thyroid administration, if Aere are no contraindications, as 
a valuable adjunct. 

The milder atypical cases, characterired by palmar and 
plantar keratoses with vellowish-red plaques on the elbows 
and knees, have responded particularly well. The dose of 
vitamin A should be large, at least 150,000 nnits daily. The 
topical administration of cod liver oil is of value in hasten- 
ing the absorption of the plaques. 

Gross* finds the intramuscidar injection of crude liver ex- 
tract three times a week also of great value in cases of this 
type. 

Dariers Disease.—As its other name, keratosis foUicularis, 
indicates, this rare disorder is characterized by dyskeratosis 
which manifests itself clinicallv by follicular keracotic papules 
which become covered by a greasy grayish or brownish crust. 
It usually begins in childhood and is slowly progresave. Peck, 
Chai^ and Sobotka- have demonstrated in four cases that 
the vitamin A content of the blood serum is low, but the 
c^otene content normal. In two cases there was diminished 
light adaptation. The administrarion of 200,000 units of vita- 
min A daily caused a gradual disappearance of the emption in 
three of the four cases. They postnJate an hereditary inability" 
m these patients to absorb vitamin A or to transform carotene 
mto ^tamin A. We hare had no personal opportunity to 
tpt this treatment, bur feel certain it is a valuable conten- 
tion to the therapy of an otherwise very resistant skin dis^ 
order. ^ 

A combination of vitamins A and D in the form of cod 
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dermis, and to hyperkeratosis of the epidermis itself. The sldn 
becomes di^' and rough and papules appear due to the kera- 
tinization of the follicular openinss. Atrophy of the sweat 
glands and keratinization of their ducts account for lack of 
sweat. Comedones form and the sebaceous glands show both 
keratinization and metaplasia. Frazier and Hu^ reported such 
skin conditions in undernourished Chinese, to which they gave 
the name toad skin or phrynoderma. Lowenthal- described 
similar skin changes associated with night blindness and xeroph- 
thalmia in South African prisoners on a diet low in vita- 
min A. They were cleared up by the administration of cod 
liver oil. A^Tiile night blindness responds quickly to the 
administration of vitamin A, the skin changes are slow to 
yield and require continuous treatment over a period of 
mouths. 

Therapeutic Uses 

Follicular Hyperkeratoses.— \lsny clinical entities charac- 
terized b}* follic^ar h}-per keratosis, with dr\*ness of the skin 
due to diminished oil and sweat, have been described b)* 
clinicians. Keratosis pilaris, one of these conditions character- 
ized by follicular plugging most marked on the external sur- 
faces of the arms and on the legs, usually clears up in the 
summer and is improved b_v the administration of th}Toid. 
Lichen spinulosis, another disorder not influenced by season, 
possiblv of toxic origin, characterized by homy follicular 
spines. "usually grouped and scattered irregularly over the 
bodv. is a rarer condition. Lehman and Rappaporri suggested 
that" such conditions might respond to large doses of vitamin 
A. Doses of 150.000 units dailj- should be used. It is our 
experience that disorders characterized b)' h\*perkeratosis, 
such as keratoderma of the palms and soles, are benefited by 
the administration of vitamin A. 

Pityriasis Rubra Filaris.—Tbis is a relatively rare chronic 
sldn ^rder characterized by the appearance of conical ker- 
atotic follicular papules and' hv-perkeratoric plaques on the 
nalms soles, knees and elbows, and associated vith a fine 
white scale of the scalp and at times of the face. In more 
advanck cases these papules may coalesce to form a general- 
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feet- associated iisually with a general eroprion of small red 
papules. These little panents rub and bite Aeir bands, have 
an intense photophobia and are extremely nnserable. 

Madden^“ found thiamine of value in the treatment oi 
psoriisis. We have used it but find it d^cult to interpret 
the results because it was used in conjunction with other local 
measures. 

Riboflavin 

This is a water-soluble sugar djx which when phosphond- 
ated unites with a bearer protein to form the yellow oada- 
tion enzxTne of d^'arburs. Bv changing the bearer protein it 
mav become the constitnent of sever^ enzxTnes. These en- 
zymes act to transfer hydrogen in various steps of biologic 
oridarion. The adult Tequjre7!ient of ribofiairin is 2.2 to 3.3 
mj. daiiv, dependinsr on acrivirv. The best food sources are 
Ever, Id^ey. lean beef, port, eggs, milk, cheese, flour and 
greens. 

Occasionally we have seen in the wards at Cook Count}* 
Hospital a case of riboflavin deficiency with ck^cai sjunp- 
coms of magenta-colored tongue, redness and esfoliarion of 
the lips, maceration of the labial armies, perleche associated 
with seborrheic scaling of die nasolabial folds and the 
temples, and a follicukr keratosis of the forehead, malar 
regions and chin. These cases have occurred in patients on 
inadequate intake due to abdominal malignancy and respond 
well to the administration of riboflavin. Unforrunateh'. not 
all cases of cheilitis, perlhhe and seborrheic denmtins oi the 
i^labial angles and ears respond to riboflavin administra- 
tion, even when given in large doses; in fact, ver\- few of 
diein do. It may be possible that the administration of the 
whole B complex parenterally as suggested bv Gross would 
be of greater value. Riboflavin has’praved efficient in the 
management of rosacea keratitis but not of particular value in 
the skin manifestations of acne rosacea. 

The therapeutic dose is 13 to 25 mg. daily by month. 
Nicoflmc Add 

Nicotinic acid is water-soluble and heat-stable. It is an 
essential component of an enzyme which acts as a h}-drogea 



54 


MICHAEL H. EBERT 


liver oil ointment has been found to be antiseptic and an 
excellent stimulant to epidenuis formation. It is videly used 
in the treatment of burns and U’e have found it useful in, the 
treatment of sluggish ulcers. 

VITAMIN B COMPLEX 

iMuch of the confusion inherent in the serial denomination 
of the components of the B complex has been dissipated by 
their chemical identification. Three of these components, 
thiatnitic, riboflavin and nicotinic acid, are concerned with 
biologic oxidation and two more, pantotlicnic acid and ptrid- 
oxine, are probably similarly concerned. 

Thiamine 

This heat-labile, water-soluble fraction of vitamin B com- 
plex is e.ssential to the oxidation of carbohvdnites. TT'hcn in- 
sufticient or absent, pol}Tteuritis, cardiac snnpcoms or incnnii 
spnptoms may occur. Thiamine is poorh' stored, so the dail}' 
incake must be adequate. The daily rcquircincm is 1.5 to 2.3 
mg., depending on activity. Modem diets are apt to be low 
in thiamine content because it is removed in the processing of 
n’licat and other cereals. Due to the stimulus of the war, the 
United States Government is perfecting arrangements to 
restore thiamine to white flour. Patients who arc on intra- 
venous glucose require large amounts of thiamine. It should 
be supplied, if necessary, parcntcnflly. 

In spite of its remarkable success in the treatment of the 
polyneuritis of diabetes, pregnancy, alcoholism and beriben, 
thiamine has proved of no value in tm'cnicjl pcripbcrjl neu- 
ritis and of little value in the lightning pains of tabes, ^^'c have 
not found it of sircat value in controlling post-zoster neuritis. 
althoudh we consider it a useful adjunct. Its most successful 
use is reported in the treatment of aca-odynh. Durand. Spick- 
ard and Bunicss'’ recommend the intramuscular injection of 
6 lU"-. of thianiinc daily for six days and then every other day 
until the disorder is under control. We have had no personal 
experience but other authors have reported its great value in 
the treatment of this rare disorder of infants which is char- 
•icterizal bv evanosis. ent-thema and edema of the hands and 
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rarien- we have seen no results from its use. In one case of 
subacute disseminated lupus er^-thematosus 50 mg. of mco- 
tinic acid amide administered parenterally three times a week 
caused a remarkable remission. In a number of other cases it 
has seemed of no value. 

Pyridoxine 

P}-ridoxine (vitamin Be) is one of the most recent com- 
ponents of the B complex to be isolated, ^'ilter, Ering and 
Spies“ reported the pardal remission of severe arsenical poly- 
neuritis with use of pjTidoxine. They administered 20 mg. 
in ph)-sioIo 5 ical saline intravenously ntice a day for three 
dap. The improvement was more spectacular Avhen 50 mg. 
of 'alpha tocopherol (vitamin E) was given intramuscularly in 
conjunction nith Bs. have had no occasion to trj* this 
mediod but think that it certainly warrants trial in cases of 
arsenical polpeuritis. 

Ofher Vitamin B Components 

Other components of the B complex, pantothenic acid, 
biotin, the and-grav hair factor which prevents the gray- 
ing of hair in rats, etc., have not been studied long enough to 
suggest definite dermatolo^c use. There can be no question, 
however, of their importance in the B complex. 

Liver Extract Parenterally 

Paul Gross?^ has recendy reviewed his extensive experi- 
ence with the use of vitamin B complex administered paren- 
terally twice a week, in the form of a liver extract, which was 
especially assayed for the presence of all fractions of the B 
complex. He reports four cases of extensive eruption in the 
folds of the skin of the t)-pe sometimes called seborrheic ec- 
tienia and sometimes called infectious demiatitis, which were 
resistant to all other therapy but responded to the intramus- 
cular injection of crude liver extract. He also reported nvo 
cases of extensive monilia infection of the natural folds of the 
sldn which also responded to the same treatment. Free cras- 
tric hydrochloric acid was absent or greatly diminished in 
all these cases. 



56 


MICHAEL H. EBERT 


donator and acceptor in the process of biologic oxidation. 
The daily requirement of mcotinic acid is IS mg. The best 
food sources are fresh beef, pork, liver, kidneys; there is a 
small amount in milk and eggs; yeast in a very valuable 
source. 

The dramatic story of the elucidation of the main factor 
in the etiology of pellagra is well known. Goldberger’s proof 
of its dietary origin has even been the subject of a recent 
radio drama. Elvehjem’s observation that nicotinic acid re- 
lieved black tongue in dogs, the equivalent of human pel- 
lagra, led Spies and his co-workers to the demonstration of 
the curative power of this important biologic oxidant in clin- 
ical pellagra, thus setting the capstone to years of investiga- 
tion of this important disease. Pellagra is a multiple vitamin 
deficiency in nearly every case. The majority of cases that 
we see occur in chronic alcohoh’cs, uath coincidental re- 
stricted diet. Endocrine disturbances may cause an abnormally 
high individual requirement, as shown by Sutton and Ash- 
worth.^^ Nicotinic acid deficiency may be due to abnormal 
loss of contents from the intestinal tract due to diarrhea, 
amebic dysentery, typhoid fever, or ulcerative colitis. In- 
fections and chronic systemic disease may inhibit vitamin 
function. 

In severe cases of pellagra with acute sy’^mptoms we have 
given 500 mg. of nicotinic acid dissolved in 5 per cent de.x- 
trose-physiologic saline solution as a continuous drip; in le^ 
severe cases 500 mg. in ten divided doses by’- mouth. This is 
combined with a high vitamin and high caloric diet as soon 
as possible. Nicotinic acid arm'de causes less flushing and dis- 
comfort immediately after administration and is preferable to 
nicotinic acid per se. 

Lynch^- has suggested the administration of 100 mg. of 
nicotinic acid daily’^ as valuable treatment in ac77e vulgaris. 
Several authors have recommended nicotinic acid in treat- 
ment of toxic symptoms due to sulfonamide drugs. We use 
it in doses of 100 mg. of nicotim’c amide by mouth daily for 

all acute drug reactions. _ .... 

Kuhman'^ advocated the administration of mcounic acid 
for treatment of lupus erythematosus; in the chronic discoid 
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3 S vrell as subperiosteal and intramuscular hemorrbages and 
bleeding gums. 

The Rm?!pe!-Leeds test for capWary fragdhy is an excellent 
clinical test. A circle 2.5 cm. in diameter is dranm xrith its upper 
ed^e 4 cm. below the cubital fold on the flexor aspect ot the 
forearm. With a blood pressure cuff, a pressure midway bero-een 
diastolic and systolic is sustained for fifteen minutes; after five 
minutes, the petechial hemorrhages are counted. Ten or less are 
normal; 10 to 20 borderline; 100 or more are strongly posidve. 

A posidve test mav occur in scarlet fever, thrombocytopenic 
purpura, anemia and other diseases that are easily ruled out cliiuc- 
sHv. FtiUv developed cases of scurvv- are frequently seen in 
large hospitals like the Cook Count}- Hospital. However, it is the 
subclinical states of h 3 *pt>ritaminosis that are parricularly interest- 
ing to the clinician. 

Therapeufic Uses 

Hyperkeratotic Lesions— \x has long been thought that drv- 
foUicuIar. keratodc papules might be a manifestadon of vita- 
min C deficiency. Gandon. Lnnd and Dill'® report a remark- 
able voluntaiy abstendon from vitamin C in one of their 
number who was on an otherwise normal diet. After 132 dap 
the appearance of keratodc papules over the buttocks n-as 
the firs: objecdve finding; thirtj' days later petechial hem- 
orrhages appeared and at 1S3 days there was definite absence 
of wound healing. One may conclude from dus experiment 
chat in the treatment of ht-perkeratoric lesions discussed un- 
der vitamin A, an adequate supply of ascorbic acid should 
be included in the diet. 

Drug Sensitivity —The influence of a low ascorbic acid 
diet on the producrioa of sensidvin,- is sdU a moot point. 
Sulzbeiger and Oseri' demonstrated that large doses of vita- 
min C (hm^hed the susceptibiiit)- of die guinea p^’s sldn 
to senatizarion with neoarsphenamiue. Chapman and Alorrell'® 
reported exacdy the opposite findings. Recendy MacDonald 
and Johnson'® could find no reladon between blood ascorbic 
add levels and sensidvin- to repeated incradermal iniecdons 
of neoarsphenamine in the guinea pig. It is possible that other 
Hctom, sdll undiscovered, may explain these vart-ina results. 
Despite the contradictor}- experimental reports, we believe it 
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Any new method of value in the treatment of these ex- 
tremely resistant conditions is welcome. However, we have 
not had enough experience to evaluate these suggestions. 

The parenteral administration of crude liver extract is 
recommended as a valuable adjunct in the treatment of 
arsenical reactions. 

vitamin c 

Vitamin C, or ascorbic acid, is water-soluble and extremely 
sensitive to oxidation. Only man, the primates and the guinea 
pig do not synthesize vitamin C. In plants it acts as a hydrogen 
transport agent in biologic oxidation, but in animals its chem- 
ical action is not understood. 

ReqitireDients.—Yoxmg children require 40 to 100 mg. 
daily and adults 5 mg. One milligram is the equivalent of 
20 international units. Pregnancy, lactation, acute infections 
and heavy work increase the requirements. It is well stored 
and persists for many weeks. 

Sources— Citrus fruits are the richest source; 50 mg. are 
found in 100 cc. of orange juice or 250 cc. of canned to- 
mato juice. Fresh greens contain considerable amounts, but 
crushing or storage in warm places soon oxidizes the supply. 
Cooking should be started in hot water and copper utensils 
never used. 


Vitamin C Deficiency 

Crandon, Lund and Dill*® have demonstrated that a blood 
plasma level of zero does not produce scuny or approach it, 
but a level of zero in the white cell platelet layer of centri- 
fucred plasma coincides with the first appearance of skin lesions. 

The primary’’ effect of vitamin C deficiency occurs in the 
intracellular substances of certain mesench)-mal derivatives. 
The mround substance does not differentiate; for instance, 
in w’ound healing in the absence of ascorbic acid, fibro- 
blasts are present but do not differentiate into collagen fibers; 
hence, its use is advocated by surgeons to promote wound 
healin'^. In the absence of ascorbic acid the bones and teeth 
cease to develop properly. The marked increase in capilJaiy’ 
nermeabiliy results in the clinical manifestaaon of heiti- 
orrha^e as perifollicular petechiae, subcutaneous ecchjnnoses 
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The principal acrion of vitamin D is to increase the in- 
testinal absorption of calchmi. Its action is related to ^e 
calcium and phosphorus content of the diet and to ns acid- 
base value, as well as to the acti\4t)' of the parathtToids and 
the thtTToid. There is experimental evidence to show that it 
has a ^ecific action on cell acrivin* nith an increase of cellu- 
lar metabolism. It stabilizes the cicium and phosphorus me- 
tabolism. The exact chemical methods b\- which this is ac- 
complished in the cell are still not understood. 

Untls— The international unit is the vitamin D acrivitj- of 
0.025 mg. of crystalline vitamin D. 

Human Requhenjants— The requirement of adults is un- 
determined. During lactation and pregnancy SOO units are 
required daily with an adequate calcium and phosphorus in- 
take; during adolescence and infancy 400 units to SOO units 
are required daily. 

Sources.— (a) Exposure of the sHn surface to ultraviolet 
light or to solar radiation of the proper wave length, (b) 
Foods: fish with large amounts of body oil; small amounts 
in essrs and cream. 

The average diet contains insufficient vitamin D. If solar 
exposure is inadequate, it must be supplemented in the form of 
(c) cod liver oil, U.ST„ which contains 340 units per tea- 
spoonful; (d) viosterol in oil 40.000 xmits per teaspoonful. 
approximately 220 units per drop, ^riosterol can also be dis- 
pensed in propylene glycol in the form knomi as Drisdol 
and it has no fishy taste. It can also be fortified nith vitamin 
A in the form of (e) haliver oil and viosterol. (f) Milk can 
be fortified (1) with viosterol 400 units per quart, (2) irradi- 
ated. 135 units per quart, and (3) yeast‘milk from cows fed 
nidi yeast. 

The absorption of vitamin D may be inhibited by the lack 
of bile and by the formation of calcium soaps in fat dis- 
turbances. 

Therapeutic Uses 

\'ano^ incentives contributed to the extensive trial of 
ntonun D m the treatment of dermatologic conditions. Dis- 
orders like psoriasis and acne -vulgaris usfiallv improve under 
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is sound policy to administer adequate quantities— at least 
100 mg. daily— of ascorbic acid during intravenous therapy 
\%nth gold, arsphenamine and during the oral administration 
of the sulfonamide group of drugs. 

Pigfnentary Disorders.— Combleerr” emphasizes the deposit 
of pigment in the skin when the body* stores of ascorbic acid 
are e.xhausted. Morot^-itz*^ claimed that the administrarion of 
vitamin C in Addison’s disease removes the pigment. We have 
had no opportunity to test these findings in pigmentary' 
disorders. 

VITAMIN P 

Szent-Gybrgyd and associates^- claimed to have found in 
natural vegetable juices and citrus fruits a ^dtamin P made 
up of n\'o flavones, hesperidin and eriodictyol glucoside. He 
believes the special function of vitamin P is to regulate vas- 
cular permeabUity*. Kugehnass^ has found vitamin P concen- 
trate of value when administered orally to two children m’th 
allergic prtrprira and in another infant n-ith mitritional pur- 
pura. Further studies on this question are much needed. Gold- 
farb-’ has reported favorable results in thirty'-one patients 
with psoriasis treated ndth citrbi, the vitamin P concentrate 
of lemon. Scarborough”^ would distinguish betvi’een the ec- 
ch^*moses and bleeding gums due to vitamin C deficiency 
and the petechial circumpilar hemorrhages due to deficiency 
of vitamin P. The clinical experience of any one man is 
still too limited to permit broad generalization about this 
vitamin. 

VITAMIN D 

iM ramin D actinty* is exhibited by ten oil-soluble sterols. 
The two most important are: {a) Do, viosterol or activated 
ercfosterol. WTien ergosterol. the sterol of fungi and yeast, is 
irradiated n-ith nltraHolet light, it is transformed into D". 
(b) Ds, activated dehydrocholesterol; this is the principal 
form of vitamin D in fish oils. It is produced in the sldn, fur 
or feathers of animals exposed to sunlight or ultraviolet light 
at 2600 to 3000 Angstrom units with a maximum at 2S04 A. 
In winter and in smoky cities the efiScient rays of the sun- 
light have been completely filtered out. Da is also produced 
in irradiated milk. 
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ntamin D. Wiiffhr® expresses the present-day feeling that 
vitamin D is a helpful adjunct in the treannent of acne but 
is not curative "when given alone. 

feuiphipis F 7 //gjm.— Strangely enough, in the treatment 
of pemphigus vulgaris where the rationale is the weakest, 
some satisfactorv results have been recorded. Ludv^® reponed 
six patients successfully treated with large doses of viosterol. 
Tauber and aarke"^ reported nine patients so treated. Eight 
of these showed great alleviation, dthough three died later 
of intercurrent diseases. In our hands 300,000 to 400,000 
units of vitamin D daily has produced remissions in some of 
the cases of pemphigus vulgaris. The improvement, however, 
is only temporar,' and vicamin D is rarely of any value in the 
succeeding exacerbation. In no case has it produced a cure. 
It is valuable, however, as one of the modalities which may 
produce a remission in this fatal disease. 

Sc/eroder7;/j.— Combleet and Struck®- treated eleven cases 
of scleroderma over a period of nine months with 200,000 
to 300,000 units of vitamin D drily with satisfactor)- results. 
However, it is our feeling that equally sarisfactoty- results 
can be obtrined with less expenrive methods. 

X-ray Bt/rnr.— The treatment of x-rav bums with an oint- 
ment of cod liver oil and wlute wax has been suggested by 
Dr. James H. .Mitchell of Giicago. We have found this satis- 
factoiy- in aUa^-ing pain and srimularing healing. 

The use of vitamins therapeutically is in a state of flnv. 
Much more chmcal experience is necessarv. 
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exposure to summer sunlight. It was assumed such improve- 
ment might be due to increased production of vitamin D 
in the skin; hence, its use is suggested in these disorden. 
\^Tii]e it is true that the detailed chemistry of calcium in 
cellular physiology is imperfectly understood, there is evi- 
dence of a disturbance of calcium balance in sclerodenm. 

itamin D stabilizes calcium balance; hence, its use was sug- 
gested in this disorder. 

Arthritis.— \ ery large doses of vitamin D (massive dose 
therapy, 300,000 to 400,000 units daily) were first used in 
the treatment of arthritis, apparently without an}’^ marked 
effect on serum calcium or phosphorus levels, and udthont 
any appreciable effect on the calcium in the bones. Certain 
unpleasant reactions, such as nausea, gastric upsets, headaches 
and frequency of urinarion, occasionally occurred. 

Psoriasis.— Cedai and Zon~® first used these large doses of 
vitamin D in fifteen cases of psoriasis; in eleven involurion 
occurred in six to tu'elve weeks but in six of these recurrence 
was noted shortly afteru-ard. George Clark-' reported a jomt 
study of the Cincinnati Dermatological Societ)* using large 
doses of vitamin D in 144 cases of psoriasis during the winter 
months. He found the method less satisfactor}’’ than other 
methods in use in former years. "Wrighr® concluded that the 
method is inadvisable in psoriasis due to a lack of specificiy. 
high cost and impermanence of results. Madden-® even con- 
sidered the method positively dangerous. 

Wright in his paper calls attention to one case of pustiihr 
psoriasis, a contfition which is notoriously recalcitrant to 
treatment, that responded to high vitamin D therapy. IVe 
also have had some favorable results in pustular psoriasis and 
would recommend the method. Ampoules contaim'ng 25,000 
units of vitamin D, either alone or in combination M'ith vita- 
min A, are on the market. 

Acne Vulgaris.— T\ds is another chronic, resistant skin dis- 
order in which it is difficult to evaluate new methods of 
therapy. Long periods of observation and a large number of 
patienB are necessar)- due to the frequency of spontaneous 
exacerbations and remissions. Several papers have appeared 
recentiv on the treatment of acne r-ulgans with high doses of 
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SPECIFIC SKIN INFECTIONS: CUTANEOUS 
SYPHILIS AND TUBERCULOSIS 


S. WILLIAM BECKER, M.D.* 


CUTANEOUS SYPHILIS 

The cutaneous manifestatioiis of may be divided 

into those of the early stages (the primar}^ lesion of chancre, 
secondary and recurrent secondarv' sj^hihds) and those of 
the late kage (tertiar)' s)-philids). 


Early Cutaneous Syphilis 

Primap/ Lesion 

The piimarj' lesion, or chancre, starts as an eiythematous 
macule which becomes an indurated, eroded papule occ^- 
ring at the site of inoculadon and varjong m appearance -with 
the location. On the external female gemtaiia it is usually 
quire small, is larger on the male genitalia and still larger in 
other locations, such as the lip. Owing to secondar)' infec- 
tion, a chancre may become ulcerated. A chancre of the cer- 
vix uteri usually consists of a bogg}’’ induration, with or with- 
out eroaon. A few days after the appearance of the chancre, 
a l 3 'mph node in the group draining the region of inoculation 
enlarges in the form of a solitar 5 % nontender, painless sv,'ell- 
ing (the satellite bubo). The adenopathy accompanpng a 
chancre on the cervix uteri is in the internal iliac group and 
is not noted by the patient or phjrsician. This feature prob- 
ably accounts for the frequent failure to discover infection in 
women in its early stage. 


CvsE I.— Miss D. K., aged tn-ent}'-three, presented a painless, 
nontender, indurated, eroded nodule on the lower lip (Fw. 5) 
which bad been present for five weeks. It was covered by a sero- 
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SYPHILIS -YSTJ TUBERCULOSIS 


ally seen in individuals in poor physical condition, and leave 
superficial scars after involution. 

C.^ n.-N. M., aged wenU'-four, presented a generated 
macSpapnlar eruption involving the entire cut^eous ^ace 
(Fitr 6h including that of the palms and soles, A^’hich had been 
pr^ent for ten d^ys. There ^vere some moist papules on the 



Fig 6 (Case ID-— Maculopapnlar si.'philid, the commonest eruption of 
secondai)- syphilis. (Finnerud in htoiau. Cukics of Xosts Amerioi, 
Xov_ 1931.) 


genitalia and about the anus and erosions on the right buccal 
mucosa and the left tonsil. The Kolmer reaction of the blood 
serum u as -1-4 and the Kahn reaction as 4 plus. Diagnosis was 
made of maculopapular secondart' sj'philid. 

Recurreni Secondary Lesions 

From several months to two or three years after the dis- 
appearance of the secondary eruption recurrent secondarj’ 
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sanguineous crust. Darkfield examination showed Spirochaeta 
pallida. The Kolmer reaction of the blood serum was 4-4 and the 
Kahn was 4 plus. Diagnosis was made of primarj’’ syphilis. 



Fig. 5 (Case I).— Chancre of the lower lip. (Becker and Obermayer, “Modem 
Dermatolog}' and Sj'philology,” J. B. Lippincott Co, publisher.) 

Secondary Lesions 

About eight weeks after the appearance of the chancre a 
generalized eruption usually appears, which varies from the 
macular variety (roseola), through the more common maculo- 
papular and papular to the less common pustular, ecth}’Tna- 
tous and rupiri varieties. Roseola consists of numerous, 
closely set macules, varjong from a few millimeters to a centi- 
meter in diameter. At first their color is pink, but they be- 
come darker in a few days and show the characteristic raw 
tan or copper color. The eruption is differentiated from 
toxic erythema by the regularity of distriburion and darker 
color. MaciiJopapiilaT syphilid is composed of slightly ele- 
vated, indurated maculopapules, at first pale pink, later be- 
coming darker. Papular syphilids vary greatly in appearance, 
depending on the nature of the individual papules. The cle- 
mmts may be small or large, may have a follicular location, 
and may be grouped. Ptisttdar, wipetiginous and rupial syph- 
ilids axe composed of pustular or crusted elements, are usu- 
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Darkfield examination of the scrotal lesions showed a large 
number of Spiiochaeta pallida, the Kolmer reaction of the 
serum was 4-4 and the Kahn reaction was 4 plus, the spmal flmd 
was negative, and diagnosis was made of recurrent secondarj 
svphilick constituting a cutaneous relapse. The relapse was prob- 
ablv caused by treatment of insufacient duration and of inferior 
qu^ty (neoarsphenamine alone rather than combined bismuth 
and neoarsphenamine). 

Treatment was instituted by means of combined bismuth and 
arsenical but the lesions extended peripherally and became annu- 
lar (Fig. 7). At this time he developed mucous patches in the 
throat. Since routine treatment did not control the process, non- 
specific therapv' was instituted in the form of antohemic injec- 
tions wice weekly, and daily generalized exposure to ultraviolet 
light, along n-ith double doses of bismuth subsalicylate twice 
weekly. After one month of this combined specific and non- 
specific therapy the lesions on the scrotum and in the throat had 
healed. Routine treatment for earlv st'philis was then instituted. 
After seven months the blood test became negative. 

Diagnosis of Early Syphilis 

The diagnosis of early st-philis is made by laborator}' rather 
than clinical methods. Darlmeld examination of material from 
the lesions for Spirochaeta pallida and examination of the 
blood by the complement-fixation and/or flocculation reac- 
tions are the only completely reliable methods. The blood 
test xvill become positive after a chancre has been present for 
eight weeks, provided that the patient has not been given 
local or systemic treatment. 

Lafe Cutaneous Syphilis 

The criteria for diagnosis of late s}-philids are the rime of 
appearance (ordinarily five or more years after infection) 
and their morphologic characteristics. The prolonged presence 
of spirochetes in the body has resulted in the production of 
an allergic state in the tissues, consequently the process is de- 
structive. The degree of allergy' varies greatly; if slight, 
small nodular elements may heal'with resuTring scarcely per- 
ceptible atrophy; if pronounced, violent tissue reaction mav 
result m large lesions, extensive destruction and subsequent 
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l^ons may appear, which tend to be more localized, espe- 
cially about the genitalia, on the oral mucosa and on the palms 
and soles. Those in the mouth {imicous patches) and about 
the genitalia (co7idylo7P2ata lata) soon become eroded and 
are highly infectious. They are in areas involved in intimate 
physical contact, and are responsible for much of the trans- 
mission of the disease. 



Fie. 7 (Case HI) .—Recurrent annular papules on scrotum. (Becker and 
Obermaj-er, “Modem Dermatology and Sj'philolog>',” J. B. Lippincott Co, 
publisher.) 

Case III.— Mr. M. H., aged twenty-eight, presented indurated 
button-like eroded papules on the scrotum. He had been treated 
seven months previously for primary sj^hilis by means of neo- 
arsphenamine rudce weekly for seven weeks. No bismuth or 
mercun^ had been given. After this treatment the blood test had 
been reported neganve and treatment had been discontinued. 
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cuTA^nEors stphelts akd tuberculosis 

Daikfield esaniinatioii of the scrotal lesions showd a large 
number of Spkochaeta palhda. the Kolmer reacaon of the blood 
cerum was 4^ and the Kahn reaction was 4 plus, the spmai fluid 
was negative- and diagnosis was made of recurrent secondan* 
5 \-phiii(S constitutins a cutaneous relapse. The relapse was prob- 
ably caused bv treaonent of insufficient duration and of i^enor 
quffiu’ (neoabphenamine alone rather than combined bismuth 
and neoarsphenamine). 

Treatment was insdtuted by means of combined bismuth and 
arsenical but the leaons extended peripherally and became aimu- 
lar (Fig. 7). At this rime he developed mucous patches in the 
throat. Since routine treatment did not control the process, non- 
specific therapy was instituted in the form of autohemic injec- 
tions twice weekly, and daily generalized e.vposure to ultraviolet 
light, along tvith donble doses of bismuth subsalicylate twice 
weekly. .4iter one month of this combined specific and non- 
specific therapy the lesions on die scrotum and in the throat had 
healed. Routine treatment for early si-philis was then instituted. 
.After seven months the blood test became negarive. 

Diagnosis of Early Syphilis 

The dkgnoas of early st'philis is made bv laboratory rather 
than clinical methods. Darkfield examination of material from 
the lesions for Spirocfaaeta pallida and examination of the 
blood by the complement-fixation and/or floccnlation reac- 
tions are the only completely reliable methods. TTie blood 
test will become posirive after a chancre has been present for 
eight weeks, provided that the patient has not been given 
local or systemic treatment. 


Late Cutaneous Syphilis 

The criteria for diagnosis of late svplulids axe the time of 
appearance (ordinary five or more years after infection) 
and their morphologic characteristics. The prolonged presence 
0 spirochetes in the body has resulted in the production of 
an aUergic state in the tissues, consequently the process is de- 
stmenve The degree of allergy varies' greatly: if slight, 
small nodular elements may heal with resuMng scarcely per- 
ceptible auophp if pronounced, yjolenc tissue reaction may 
result in large lesions, extensive destruction and subsequent 
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healing A^-ith tissue defect, as in Case R*. The ten criteria for 
the diagnosis of late sj^hihds are: solitariness; as^mmetr}'; 
indolence; induration; arciform configuration; punched-out 
borders of ulcers; tissue destruction; central healing and 
peripheral extension; formation of atrophic, noncontractilc 
scars; and peripheral hj^erpigmentation about the scars. 



A B 


Fis. 8 (Case /I, Multiple gununata of leg; B, solitan" gumma. e\- 

tendins deepiv, on forearm in same patient. (Becker and Obermayer, 
“Modern Dermatolog}- and S>-philology,” J. B. Lippincott Co, publishers.) 


OvsE IV.— Mrs. L. P., aged nvent^’-eight, presented indolent 
ulcers which had appeared*' on the left leg nvo and a half years 
lareviouslv follo'irins a bruise, and on the right arm for one month 
following a “bump” (Fig. 8). The lesions on the leg spread 
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peripheraUy. leaving an atrophic, noncontracnle scar jn* 
Lal^h^-perpismenration. The Kohner reacoon of the blood 
serum Vx'as -A and the Kahn Avas 2 plus. Spmal flmd was negative 
on e.vainination. Diagnosis was made of gummatous late s)-philis. 


Treatment of Syphilis 

Chemotherapy 

Treatment of syphilis is purely sj-stermc. Local therapy to 
sj'philitic cutaneous lesions has negligible results- 
Early Syphilis— Tht principles of therapy _ for early 
s}-plnlis are: viore arsphenaimnes, relatively less bisimith, and 
no rest periods for one year (Table 1). Aly impression that 
the concurrent administration of arsenicals and bismuth gives 
better therapeutic results with less tendency to complications 
has been ^ven experimental support by Qausen, Tatum and 
Longley,- who found that, while therapeutic effects of 
arsenicals and bismuth are additive, the tojdc effects are not 
additive, so that better ±erapeutic results may be obtained 
with lessened toxicit)* by combining the two t}-pes of drugs. 
Treatment in the chancre stage ma)' be carried out routinely 
according to the method given in Table 1, unless some other 
sj'stemic disease contraindicates. 

Secondary Swger.— Treatment of s)^)!!!!^ in the stage of 
disseminated secondary eruption or in the recurrent sec- 
ondary- period should be initiated by the use of soluble bis- 
muth for two weeks, after which the treatment is carried out 
according to Table 1, starting at the tenth day, with the dose 
of the first injection somewhat reduced. 

Late Syphilis.— The principles of therapy for late syphilis 
less arsphenaiinne, relatively more bisimith, and iodides 
in most cases. Treatment of syphilis in the late stages is car- 
ried out accordii^ to the baselme schedule given in Table 2, 
with alterations in case the viscera show clinical involvement. 


Nonspecific Therapy 

It IS sometimes found that chemotherapeutic measures are 
not sufficient to control the syphilitic process. This failure 
occi^ only raxely in the early stages, but more frequendy in 
the late penod of the disease. In such event, it is customaiy- 

5 • 
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TABLE 1 

Treatment; tor Asymptomatic Early Syphilis 


Daj's 

Neoarsphen- 
amine, Gm. 

Bismuth 

Salicylate, 

Cc. 

Days 

Neoarsphen- 
amine, Gm. 

Bismuth 

Salicj-late, 

Cc. 

1 

0.45 


184 

0 6 

1.0 

3 

0.9 


189 

0.6 

1.0 

5 

0.9 


194 

0.6 

1.0 

10 

0.6 

1.6 

199 

0.6 

1.0 

IS 

0 6 

1.0 

204 

0.6 

1.0 

20 

0 6 

1.0 

209 

0 6 

1.0 

25 

0 6 

1.0 

214 

0 6 

1.0 

30 

0 6 

1 0 

221 


2.0 

35 

0 6 

1 0 

228 


2.0 

40 

0.6 

1.0 

235 


2,0 

45 

0.6 

1.0 

242 


2.0 

50 

0.6 

1.0 

249 


2.0 

55 

0.6 

1.0 

256 

0.45 

1.0 

60 

0.6 

1 0 

261 

0.6 

1.0 

67 


2 0 

266 

0 6 

1.0 

74 


2 0 

271 

0 6 

1.0 

81 


2 0 

276 

0 6 

1.0 

88 


2.0 

281 

0 6 

1.0 

95 


2 0 

286 

0 6 

1.0 

102 

6 45 

1 0 

291 

0 6 

1.0 

107 

0 6 

1.0 

298 


2.0 

112 

0.6 

1 0 

305 


2.0 

117 

0.6 

1 0 

312 


2 0 

122 

0 6 

1.0 

319 


2 0 

127 

0.6 

1.0 

326 


2 0 

132 

0.6 

1.0 

333 

0 45 

1 0 

137 

0.6 

1.0 

338 

0 6 

I 0 

144 


2 0 

343 

0 6 

1.0 

151 


2 0 

348 

0 6 

1 0 

158 


2.0 


0 6 

1 0 



2 0 

358 

n 6 

1 0 

172 


2.0 

563 

0 6 

1 0 

179 

0.45 

1 0 

368 

0 6 1 

I 0 


1 

1 


- - 

— 


Examination of spinal fluid. 

One month rest. 

Ten bismuth salicylate at weekly mtcn-als. 

Three months rest. 

Ten bismuth salicj-Iate. 

Six months rest. 

Ten bismuth salicylate. 

One year rest. 

Ten bismuth sahcylatc. 

Thfs^edS^ClM a healthy adult male, and the dosage of ncoarsphcnamine 
, 71^ ■" V LtK- cmaller for women. The bismuth dosage may remain the wme. 

"^Maph^eS ma/be^subsUtuted for neoarsphenamine in a dose of 0.03 Gm. to 

0.6 Gm. 
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TABLE 2 


TSEiTHEKT For UXCOMPUaVEED L.ME SVRHUJS 


L 

Bar's 

Ceoarsphen- 
imine, Gm. 

Bismuth 

Salicvlate, 

Cc. 

Days 

'seoarsplien- 
amisie, Gm. 

Bismuth 

Salicj-late 

Cc. 

1 

to 

70 

■ 

10 weekly 
injections, 
1.0 to 2.0 
cc. 

1 month rat 

292 

to 

552 

1 

S weekly in- 
jections, 1.0 
to 2.0 cc. 

71 

76 

SI 

86 

91 

96 

101 

106 

0 45 

0.6 

0.6 

0.6 

0.6 

0 6 

0.6 

0 6 

1.0 

1.0 

1.0 

1.0 

1 0 

1.0 

1.0 

1.0 

1 month rat 

3S2 

3S7 

392 

397 

402 

407 

412 

417 

0.45 

0.6 

0.6 

0 6 

0.6 

0.6 

0.6 

0.6 

1.0 

1.0 

1.0 

l.B 

1.0 

1.0 

1.0 

1.0 

1 month rat 

136 

to 

196 



3 months rat 



10 we^y 
injections, 
1.0 to 2.0 
cc. 

1 month rat 

226 

231 

236 

241 

246 

251 

256 

261 


1 0 

1 0 

1.0 

1 0 

1 0 

1 0 

1 0 

1 0 

6 months rat 



10 weekly in- 
jections. 

1 year rat 




10 weddr’ in- 
jections. 


If blood test negative, place on obscrvalion. li positive, give one course of 
bismuth each year. 

Iodides may be given thmughout. 

This schedrfe is for a healthy adult male, and the dosage of neoarsphenamine 
should be slightly smaller for women. The bismuth dosage may remain the same. 

Mapharsen may be substituted for neoarsphenamine in a dose of 0.03 Gm. to 
0.08 Gm. 

to employ nonspecific measures, either alternated or com- 
bined ndth chemotherapeutic measures. Durino- the early 
period of the disease, it is the relapsing manifestation or the 
destructive process (premature ternarism) -vvhich necessitates 
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change in treatment. Such a change was made in the treat- 
ment already enumerated in connection twth Case III. In this 
instance, dily ultraviolet exposures and authobeimc injec- 
tions were combined \sdth double doses of bismuth. Rest and 
sunshine are important measures in late syphilis. 

Hyperpyrexia .— most common form of nonspecific 
treatment in use at the present rime is that producing hypa- 
p}T:exia. The most convenient and safest method consists in 
the use of tj^hoid vaccine, injected intravenously ever)’’ sec- 
ond day. Care should be taken to make sure the material has 
been prepared for intravenous use. Other methods of fever 
therapy consist in inoculation wdth tertian malaria, and the 
use of various mechanical and electrical de\dces. 

Milder nonspecific effects may be obtained by injection of 
foreign protein substances or the use of autohemic injections. 
Nonspecific measures should be used for only a few weeks 
and are preferably combined wdth specific measures. 

Prognosis ?n Syphilis 

Can s)^hilis be cured.? In a small series of fifty-five pa- 
tients with early S)^hilis treated at the University of Chicago 
Clinics for mo or more years by the aforementioned method. 
Walsh and P found that the patients were clinically cured 
(negative blood and spinal fluid reactions and negative ph)’S- 
ical e.vaminarion) in aU instances. In late s)’phib’s, on the other 
hand, it is customar)* to speak of “arrest” rather than “cure." 

It is evidently possible to arrest the active disease process in 
aU cases, but the functional result will depend on the amount 
of damage that has already resulted. 

CUTANEOUS TUBERCULOSIS 

Cutaneous tuberculosis’^ may be divided into mo n'pK, 
tuberculosis proper and tuberculids; the latter are allergic 
reactions. The three main varieties of the former are lupus 
vulgaris, tuberculosis verrucosa cutis and scrofuloderma 
(tuberculosis colliquariva) . A less usual variety is primai^" 
inoculation tuberculosis. Among the latter are papulonecrotic 
tuberculids and nodulonecroric tuberculids including ervTh- 
ema induratum, and lichen scrofulosonun. 
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Lupus Vulgaris 

Lupus vulgaris occurs predominandy about the face and 
is characterized by the presence of small broivmsh nodule, 
which show the so-called “apple-jelly” color on dmcopic 
pressure. The condirion spreads slowly, uith central he^g. 
The central scar, which tends to be contractile, often shou'S 
recurrent nodules, a feature never found in the scars of late 
sj'philids. 


OksE V.-iMrs. L. J., aged sLvt}--two, presented a plaque on the 
left side of the neck (Fig. 9) of fourteen years’ duration. Since 
die aae of axteen she had had a small subcutaneous nodule in this 



Fig. 9 (Case V).— Lupus vulgaris. (Becker and Obermayer, “Modem Der- 
matologi- and S}-phaolog)-,” J. B. Lippincott Co, publisher.) 


re^on which was occasionally slighdy tender but had never sup- 
purated. At the age of fort)'-eight a purplish-red plaque appeared 
on the skin which had extended peripherally. It had been treated 
by various measures, including local treatment by the Finsen 
lamp. The peripherj- of the plaque was studded wuth browrush 
nodules which showed t>-picai apple-jelly color on diascopic 
pressure. The center of the plaque consisted of a scar in which 
the n-pi^ nodules could also be seen. Diagnosis was made of 
lupus vulg^. The tubercuUn test x^-ith old tuberculin was posi- 
nve in a diluaon of 1:1,000,000. " 
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Scrofuloderma' 

Scrofuloderma results from the spread of deep tuberculous 
infection (bones, joints, Ijnnph nodes, subcutaneous tissue) 
to the skin as the result of suppuration with subsequent ulcer- 
ation. 




L-:.^ - ■' ' ' 

r- in rCocp —Scrofuloderma. Bilateral cervical IvmphadeniQS vath 
•1 1 Oi^iration and involvement of the sldn. (Becker and Ober- 

Dermatolog>' and Svphilologj',” J- B. Lippincott Co, pub- 
lisher.) 


JStad been present for nvo years but had been draining for 
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on3v wo weeks. Diasnosis was made of tuberculosis coUiquativa 
(scrofuloderma), verified, by biops)'. He also showed grouped 
follicular lesions on the trunk which constituted lichen scrofulo- 
sorum. a tubercnlid, also verified by biopsy. 

Tuberculosis Verrucosa Cubs 

Tuberculosis verrucosa cutis is the most common variets* of 
mocuhtlon tuberculosis. It starts at the ate of inoculanon as a 
small verrucous lesion which enlarges and either forms a large 
verrucous plaque or, as the result of central healing, produces 



Fig. n (Cbsc MD.-Toberculosk ends verrucosa of heel, nidi scar from 
previous tubetculous anus. 

an annular verrucous lesion with central scar. The condi- 
noa must be differentiated from remicous or vegetative pyo- 
dermas, Md blastomycoas, which ordinarily present a 
pk,„, peripheral abscesses, in ke pns 

S'monitraKd. illiroscopic 

esanunanon may be necessary for differentiation ^ 
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biop^ and animal inoculation. The lesion eventually healed, and 
he ^vas seen four years later with a verrucous lesion just over 
the right tendo Achilles just above the heel (Fig. II), which had 
been present for eight months. There had been no subjecdve 
sensations. Diagnosis was made of tuberculosis verrucosa cutis, 
which was verified by biopsy. Examination of the lungs by roent- 
genogram showed no abnormalities. The lesion was treated by 
electrocauteiy. 



Fig. 12 (Case VTII}.— Inoculation tuberculosis. The lesion on the heel 
followed trauma. The two tumors are enlarged lymph nodes in the femoral 
region, one of which has broken down. 


Primary Inoculafion Tuberculosis 

Primary inoculation tuberculosis most often occurs in 
childhood, since adults usually are infected with tuberculosis. 
The primary lesion or tuberculous chancre is usually a 
crusted ulcer by the time it is first seen. Occasionally it is so 
insignificant that it is not discovered until the adenopathy 
points the finger of suspicion to inoculation tuberculosis and 
the lesion is discovered in an obscure location, such as be- 
tween the toes. The regional lymph nodes enlarge and rend 
to suppurate. 

Case VIII.-Master E. M., aged four, presented a callus on the 
right foot which had been present for three months. Pus could 
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be expressed from the lesion on pressure. Ttyo or three xteehs 
later a^thematous streaks xvere noted on the leg associated with 
sn-ellin^ of a hmiph node in the femoral area (Fig. 12). Diagnosis 
was made of primary- inoculation tuberculosis which was verified 
bv biops}-. Microscopic examination of an involved inguinal 
h^ph node showed tuberculous Ij-mphadenitis. 


Tuberculids 

As a result of alteration of tissue reaction, in that it has 
become allergic, a more violent reaction to the tubercle bacilli 
and their products takes place, resulting in tissue destruction. 
Hence, most of the various t}-pes of tubercuhds are necrotic 
lesions. The chief exception is the follicular varietj' {lichen 
scrofulosonim') which is characterized by grouped follicular 
paptiles in a disseminated eruption. Tubercuhds are sj-m- 
metricaUy distributed, in contrast to late s)-phihds which are 
usuaUv asjmmetrical. The papulonecrotic tubercuhds and 
their resulting scats are usually seen on the extensor surfaces 
of the elboM's and knees. The nodulonecrotic varieu* is seen 
on the legs. A particular varieU', with lesions localized on the 
lower calves, is known as erythema indiirattim. Papulo- 
necrotic lesions on the face constitute acnitis and those on the 
hands are knotvn as foUicUs. 


C\SE IX.— Miss A. F., aged fortj'-two, presented papulonecrotic 
lesions and scars over the extensor surfaces of the arms (Fig. 13) 
and legs which had appeared in crops for many years. She had 
had stvelling of the cervical Ijunph nodes each ^nng for several 
years and nvelve years ago she had had some Ivmph nodes re- 
moved. The nodes had never suppurated and the skin over them 
had never broken doxra. At sporadic intervals she had had slight 
puffiness involving one or more of the extremides. A year a^o Ae 
left UTist had been involved. Diagnosis was made of papulo- 
necroDc tuberculids. ^ 


CtsE X.-Mrs. E. S., aged fony-nine, presented multiple ulcers 
and scaK on boffi legs (Fig. 14) which had been present for three 
>e^. The lesions had started as subcutaneous ervthematous 
nodules, some of which had softened, ulcerated and healed, lear- 
mg atrophic, noncontractile scars. Tuberculin test tvith old tuber- 
culin was neganve m a dUution of 1:1,000,000, but positive in a 
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dilution of 1:100,000. Diagnosis ■u'as made of nodnlonecroric 
tuberculid. 



t-i' 


I 


O 



Ficr 13 (Case IX).— Papulonecrotic tuberculids. Recent lesioiw are 
rrmrld and atrophic noncontracdle scars about the elbow are the sites ot 
previous lesions.^ (Becker and Obennayer, “Modern Dermatolog}- and 
St-philolog}-,” J. 'B. Lippincott Co., publisher.) 

Treatment and Prognosis of Cutaneous Tuberculosis 
Treannent of tuberculosis is both s)-stemic and local, u-ith 
different emphasis on each phase in the different vanenes. 
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Svrfemtc Measures 

S%'stemc masares are of the greatest mpomnce and con- 
sk?! test, retation. dahy generalized dtranolet iradia- 
St (ii the patient dots not have active pntoonart- tnbeicn- 



■» 





Fig. 14 (Case X).— Xodulonecronc tuberoalids. The bSaterai distrSm- 
non, together with bck oi characxerisocs for lesfons of kte st-philis, dis- 
ricgaUhes die condition from the btrw. (Becher and Oberaiarer, ‘‘.Modem 
Dmnatologt- and Svphilologv" J, B. lippincott Co_ publisfier.) 


losis), high caloric diet, and intravenous injecrions of sodium 
gold thio^ate or maphaisen. Fod of infecdon should be 
removed in patients with tuberculids. 
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Local Measures 

Local treatment varies with the type of tuberculosis. Lupus 
vulgaris is best treated by means of deep surgical excision or 
electrocoagulation. Intensive local ultraviolet therapy is use- 
ful, as is injection of a 15 per cent suspension of Starch, 
U.S.P. Tuberculosis verrucosa cutis should be excised surg- 
ically or destroyed by surgical diathermy. Scrofulodenim is 
treated by filtered roentgen rays. Intensive local infra-red 
therapy is useful. If the lesion is fluctuant, the pus may be 
aspirated and 10 per cent iodoform in glycerin injected into 
the cavity. Removal or destructive treatment of the primary 
lesion in inoculation tuberculosis is a prime necessity, to be 
followed by removal or treatment of the infected l}Tnph 
nodes. Intensive ultraviolet irradiation is also useful in eryth- 
enia induratum. 

Prognosis 

The results of therapy for cutaneous tuberculosis depend 
largely on the bdelity with which the patient carries out 
gener^ measures. The prognosis should always be guarded, 
since recurrences are the rule in most varieties of the disease. 
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PYOGENIC INFECTIONS OF THE SKIN 

ERWIN P. ZEISLER, M.D.* 

Pyogexic infections of the sldn are among those most fre- 
quentl)- encountered by the practitioner and present a def- 
inite therapeutic problem as evidenced by the constant intro- 
duction of new methods of treatment. 

Staphylococci and streptococci of various tj'pes are present 
on the normal sldn but only in specific instances become 
pathogenic and give rise to distincave lesions of the sldn. 
Their entrance into the integument is probably through the 
nunute orifices of the hair follicles and sweat glands, or 
through abrasions in the sldn, and is facilitated by friction, 
maceration with sweat, soiled clothing and underwear, lack 
of bathing and improper hygiene which produces a lowered 
resistance to the omnipresent cocci. Infection is, therefore, in 
most instances of superficial exogenous origin, although pyo- 
dermas may be secondaiy to other dermatoses, particularly 
the pruritic forms of eczema, infectious eczematoid derma- 
titis, exfoliative dermatitis, scabies, pediculosis and the like. 
That sj'Stemic factors frequently play a role is indicated bv 
the occasional finding of a hj'perglycemia in instances of 
furunculosis, frank diabetes and carbuncle, and by high 
blood urea cotmts and var)dng degrees of anemia and 
cachexia that may be noted in severe pyodermas. 

In the group of disorders under discussion, comprising the 
pyodermas, are included the impetigo contagiosa of TiS)ur\* 
Fox, the closely related echth\Tna, the impetigo of Bock- 
hart, the different varieties of folliculitis, erx'sipelas due to a 
specific streptococcus, furuncles and carbuncles, the less 
common a^nllaiy' hydradenitis— a sweat-gland abscess of 
staphylococcic origin, and cer tain rare pu^ar eruptions of 
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the skin. In this communication we shall attempt a compar- 
atire evaluation of modem methods of treatment rather than 
a detailed climcal description of banal lesions, the diagnosis 
of which is self-evident in most instances even to the lawman. 

’IMPETIGO CONTAGIOSA 

Impetigo contagiosa is one of the commonest sldn disorders 
—a contagious, auto-inoculable, pyogenic infection caused 
mainly by a streptococcus. According to some recent authors 
(Epstein and Tachau) it may be caused in some cases by a 
staphylococcus. The incubation period is probably not over 
a few hours or a few daj^. 



I 


Fi?. 15.— Imperigo contagiosa. 

The earliest lesions are thin-walled superficial vesicles 
which rapidly form yello^vish. “sruck-on” gummy crusts, 
on the removal of which superficially denuded red spots are 
evident (Fio-. 15)- The lesions multiply rapidly, are found 
most frequentlv on the face and neck, spread to the scalp and 
hands, and in" unusual instances are disseminated over the 
trunk They show a tendency toward confluence, may as- 
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snme a circinate form (impetigo circinata, Fi?. 16), or be- 
come bullous (impetigo bullosa). Systemic s^Tnptoms are 
conspicuously absent although enlarged cervicd glands may 
be found. In rare instances a nephritis occurs. Involrement 
' of the vermilion border of the lips is not infrequent (Fij. 17). 

A more severe variety^ of the disease is the staphylococcic 
impetigo of the newborn and young infants, known as pem- 
phigus neonatorum or pemphigoid, in which there is a def- 
inite mortahty and M'luch may eventuate in an etfoliarive 
dermatitis. The management of this particular form of 
impetigo wdll not be considered in this clinic. 

The ordinar)’' impetigo of older children and adults (often 
called “barber’s itch”) is easil}'^ recognized, although in ev- 
cepdonal cases it may simulate herpes, tinea circinata or 
acute eczema. 

Treatment 

The treatment of impetigo is a simple office procedure and 
should be undertaken promptly’’ ’vuthout waiting for a bac- 
teriologic study' to determine whether a streptococcus or a 
staphy’^Iococcus is the invading organism, even though Ep- 
stein feels that a differentiation of a staphydococcus imperigo 
has some therapeutic significance. In our experience in a 
fairly’’ large number of cases we have not encountered any 
difference among the various ty’pes in their responses to treat- 
ment. 

The routine of therapy’ which we have followed with only 
slight variation is as foliow’s: On the first i-isit to the office 
the lesions are sponged -uith peroxide and the crusts gently 
removed ’with forceps. The base of the lesions is then touched 
lightly' with a 2 per cent solurion of iodine in chemically pure 
benzol. The different areas are now e.xposed to the unfiltered 
ray's of the ■u'ater-cooled Kromayer lamp for one or two min- 
utes, a suberythema dose being administered. For home use 
the patient is ffiven a prescription for a saturated solution of 
boric acid wkh the addition of 25 per cent vierthiolate 
(1:1000) and an ointment or paste with a suitable base, con- 
taining 5 per cent boric acid, 5 per cent anrmoniated mercury, 
and 3^per cent sidpbonated bitumen. The instructions are to 
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apply the solution after soaking off any remaining cinsts 
niA soap and tvater, and after dr>ting to cover the lesions 
with the ointment twice daily. The office treapnents^ are re- 
peated on the third and fifth daj'S and a cure is obtained on 
die average in five to seven dap. We have found the above 
outlined dierapy to be more effective than use of the official 
10 per cent ammoniated mercury’ ointment, -which often 
produces a mercurial dermatitis. 

In the literature will be found of course many other meth- 
ods of topical treatment. Sulzberger for instance advises, in 
cases that are intolerant to mercur}-, either the quinoloT 
ointmem of Squibb or Benzox ointimnt. Two per cent 
aqueous gentian violet is recommended by some but, as has 
recentiy been pointed out, it ma)* cause superficial ulcera- 
tion. Silver nitrate (5 to 10 per cent), although effective, 
produces disfigutins black spots. Colloidal viercury ointment 
has recend)' been advocated. Wyetlti’s alulotion, a colloidal 
Kaolin lotion containing ammoniated mercur}*, is said to 
cure impetigo on the average in seventeen fiat's. Even more 
recentiy stilfanilamide in a topical form has been advocated 
in the treatment of impetigo and ecth}*ma. Brunsting used a 
4 per cent sulfamlamide ointment in impetigo. Sams and Cop- 
land found mlfathiazole powder or 5 to 20 per cent concen- 
tration of sulfathiazole in cod liver oil ointment curative in 
various pyodermas. Lain advocated sulfanilamide (4 to 8 
gm.) in glt'cexin (1 ounce) in similar cases. Toxic effects 
from the local use of sulfanilamide have not been observed 
except an occasional dermatitis. The internal administration 
of sulfanilamide preparations in a disease as readily cured as 
impetigo should not receive serious consideration. 

IMPETIGO OF BOCKHART 

_ This L a pin-head sized follicular pustular eruption occur- 
ring mainly on the extremities (Fig. 18) usually secondarv- to 
a dischaiging wound, sinus or furuncle. It is fairly common 
m_ children and in unkempt adults, and is rarely associated 
wmh ^d degrees of fever and a regional adenitis. It is best 
treated with local antiseptics similar to those used in impetiso 
plus disinfecting baths with permanganate solution. ’ 
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Fig 18 —Impetigo of Bockhart. 


ECTHYMA 

EcthYxna is to be looked upon as a more deep-seated form 
of impengo of streptococcic ongin, producing fiat crusted 
lesions 'vcith an inflammaton- areoia (Fig. 19). Superficial 
ulceration is frequently found underneath the crust. ^V’e have 
found these cases much more resistant to local treatment than 
ordinarv impengo, but the general pnnciples of local therapy 
are identical— cleankness. sunshine and ultranoler hght are 
useful adjuvants to treatment. Scars may remain when heal- 
ing takes place. The eriologic factor is a hemolvtic strepto- 
coccus, occasionally a staphylococcus, with trauma as a fac- 
tor. In a recent cas^ siilfanilimtide in adequate doses by mouth 
produced a rapid cure. 
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ERYSIPELAS 

Ervstjelas is a sueciSc streprococdc infection of t&e lym- 
phanc spaces of the sldn- ttmning a febiiie course and char- 
accerized br rapid spreading and mignadoa. The tense, ele- 
vated. edetnatons aovsncing border of tbs lesions, at times 
studded 'svitb resdes or bullae, should readiir diueienriare 
the empdon from an acute eczematous dennadds. vfhicb it at 
dms; resemble. The iniecdoa is most common on the face 
and frequently produce edema of the soft dssnes about the 
eyelids and in rare instance may result in local ganarene. 

ConsdmdoraJ s;>J7;ptours vary in their severin' but are 
most marked in the young and in elderly deb3itared and alco- 
holic padsnts suSeiing from chronic disease. The temper- 
ature may be elevated to 102' F. or 103' F. or hisher and is 
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accompaiued by chills, sore throat, rapid pulse, delirium and 
other etudences of toxemia. Alilder cases are relatively 
afebrile. Serious coviplications are cellulitis, subcutaneous ab- 
scesses, broncho-pulmonary conditions, nephritis, hepatitis, 
mertingitis and cardiac dilatation. The disease is rarely self- 
limited and may last several weeks. 

The infecting organism enters the sldn through a traumatic 
abrasion or a fissure. The ear and nose are frequent points of 
origin, a chronic eczema with fissuring being noted, or an 
associated rhimtis or discharging ear. On the feet the fissures 
between the toes from an epidermophyton infection are the 
atria of infection. Surgical erj'sipelas following operative 
procedures is rarely seen in the present era of asepsis. Recur- 
ring attacks of er}'sipelas may result in a permanent lymph- 
edema— the so-called “elephantiasis nostras." 

Treatment 

Treatment of erysipelas cases includes bed rest, sponging 
for high temperature, cold covipresses of magnesium sulfate 
and an ice bag. For many years prior to the introduction of 
more modem methods of treatment the ice bag was the main 
reliance in cases admitted to the contagious wards of the 
Cook Coimt)’" Hospital. In addition an ointment of ndfonated 
bitinnen and glycerin, equal parts, was applied to the advanc- 
ing border. Collodion painted ahead of the lesions was at one 
time advised but will rarely stop the spread. 

In the last fifteen years the introduction of the antitoxin 
treaPnent by Birkhaug has marked an important advance, the 
period of disability being reduced by at least 50 per cent. 
S}’Tnmers and Lewis favor the intramuscular use of the anti- 
toxin and of ninet}'-m'o patients with facial er)’sipe!as 
treated at Bellevue Hospital 85 per cent were cured in three 
to seven days. The mortafitj^ in the facial 1)^30 was 6.5 per 
cent and in cases invohting the trunk and extremities it was 
10 per cent. S)'Tnmers emphasizes the fact that the antitoxin 
treatment does not confer ^mmunit^^ since recurring attacks 
occur with the same readiness as when the condition is 
treated bv other methods. Birkhaug, however, has been able 
to immunize patients against recum'ng attacks of erysipelas 
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xdth the toxic filtrate of Strepiococais erysipelatis by giving 
biweekly intramuscular injections of 500, 5000 and 50,000 
skin teit doses of the extracellular and intracellular toxins 
obtained from broth cultures. Tauber also found that er}’’- 
apelas antistreptococcus serum in 10 to 20 cc. concentrated 
dose, when given early, produced a prompt amelioration of 
the toxic symptoms of the disease and gave astonishing re- 
sults. In recent years convalescent serum has also been found 
of value. 

Another important advance in the treatment of ery-aipelas 
is by intensive ultraviolet light irradiation^ credit for which 
must be given to Ude of Minneapolis, although prior to tins 
Platou and Rigler (1926) reported favorable results from un- 
filtered roentgen irradiation. According to Ude and Platon’s 
comparative study a single treatment with ultraviolet light, 
usins an exposure time of tudce the ervthema dose, produced 
a clinical arrest with the first treatment in 92 per cent of the 
cases. Titus has recently modified the technic of irradiation, 
giving from five to twentj' times the erythema dose and ex- 
posing a margin of 2 inches or more beyond the edge of the 
lesion. 

In the last few years (1936) the spectacular results of suU 
fanilarmde therapy, its economy and ease of administration 
have definitely swung the balance in favor of chemotherapy. 
The mortalit}' has been still further lowered by sulfanilamide 
therapy (2 to 3 per cent) and our experience in a small group 
of cases confirms the pontion of this drug as the outstanding 
method of therapy. However, in severely toxic cases and 
in those shoxs-ing evidence of intolerance to' the drug, reliance 
should still be placed on the anritorin. 

FURUNCLE 

A funmcle is a localized staphylococcic infection having 
Its origin in a hair follicle or its 'associated sebaceous t^land. 
The ordinary boil usually becomes perifollicular, undergoes 
hquefacnon and central pustularion, and often will open 
spontaneously, discharging its core, after which healintr ties 
place uith a slight scar formation. ° 

Favorite locations are the nape of the neck, Ae buttocks, 
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asiUae or other sites ■where there is fricrion. Boils may occur 
region^^ , recur in crops, or be disseminated in hairy parts. 
In parients trith lowered resistance they may recur over a 
long" period and in diabetic and elderly parients they mav 
prove senous. Staph3dococcic septicemia not infrequentlj' 
has its origin in a boil, especiallj»^ when it is located around 
the iiose, the upper h"p, the perineum or anal resdon. Incision 
and improper surgical treatment of “unripe” boils tvill per- 
mit infection to spread to surrounding tissue and favors dis- 
semination into the blood scream. 

The diagnosis of boils presents no difficuln*. although we 
have seen a number of instances in which a boil was mis- 
taken for a gumma. Furunculoid lesions also occur in var- 
ious drug eruptions such as bromodermas, in deep-seated 
fungus infecrions and in certain tropical skin diseases (Allep- 
po boil). 

Treatment 

The treatment of boils varies vdth the stage of the lesions, 
their location and e.vtent of disseminarion, and is dependent 
to a certain degree upon the associated sj’stemic factors and 
the consriturional background (e.g., diabetes, cache.via). 

Single boils may be created bj’’ the intermittent application 
of hot boric acet dressings untii softening occurs. A simple 
incision of the fluctuant mass mav be all that is required. Un- 
necessary* squeezing or manipulation should be avoided. /Ad- 
hesive plasters in the tricimn* of the boil should not be em- 
ployed nor is too early incision advisable. 

.Alanv years ago Dr. George Henrv Fov suggested a simple, 
safe and effective method of treating individual boils. 
soon as the boil has pointed, a sharp-pointed wooden appli- 
cator dipped in 95 per cent phenol is bored into the softened 
tip of the boil. The surrounding skin is then washed in per- 
oxide of hydrogen or a I:]000 bichloride of mercuiy^ solu- 
tion and an ointment of 5 to 10 per cent salicylic acid is ap- 
plied on sauze and laid over the boil. Another of the older 
dermatologists, Dr. George T. Jackson, found that boils may 
be aborted bv injecting a drop or nvo of 5 to 10 per cent 
solution of carbolic acid into the base or touching the top 
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mth pure phenol foUow-ed by the salicylic acid omment. 
Meticulous care in the dressing of boils trill prerent the de- 
velopment of satellite furuncles. Some authors feel that ti'et 
dressinss, particularly those made rrith strongh _ imtant 
solutions bichloride of mercury'), axe contraindicated 

after a boil h^ been incised. Others prefer incision rrith a 
fine point of the electrocautery. 

For the local dressing of boils we hare found one of the 
three foUowins agents useful; (1) staphylojeJ! (Lilly) or 
streptojell as a focal immunizing agent; (2) equal parts of siilf- 
onated httiimen and glycerin; (3) a paste of 5 to 10 per cent 
saUcylic acid. Scarlet red ohitment is useful in the after- 
treatment- 

In addition to these measures the modem roentgen therapy 
for furuncles is an extremely useful adjuvant. A dose of 
75 to 150 roentgens ()4 to Vz skin unit), repeated in nrent}'- 
four to forti'-eight hours, may cause a rapid absorption of 
the follicular infection. In disseminate furunculosis sunshine 
or ultraviolet irradiation may also be recommended. 

The relationship betv>-een diet and susceptibiliti' to sldn in- 
fections has been stressed by Kulchar, Greenwood, Pillsburv* 
and others. In protracted cases of furunculosis, even in the 
absence of diabetes or a high blood susar count, the carbo- 
hydrate and sugar content of the diet should be reduced 
and alcoholic drinks forbidden. Paradoxicallv, Tauber in 
1933 found that the blood sugar in furunculosis was lo-wer 
than in other skin diseases and that a high carbohvdrate diet 
plus liver e.rtract and the intravenous infections of 500 cc. of 
5 per cent glucose was strikingly successful. These obsen-a- 
tions have not been confirmed. 

The value of drug therapy in fumnculosis is open to ques- 
tion. Baker^s yeast, much advertised in the daily press, is of 
doubtful value. Fresh brewer’s yeast or brewer’s y^ tablets 
are definitely more efficacious. Following the suggestion of 
^Yright we have found that the combination of tin pro- 
temate, 1 grain, and dried brewer’s yeast, 4 grains, is of v^ne 
m pus^^ acne as uyll as in staphylodermas. Liver extract 
IS of definite value in pyogenic i^ections (Suttonl The 
value of vunganese compounds given by intramuscular in- 



94 


ERWIX P. ZEISLER 


jection is questionable.^ Oliver and Crawford advise colloidal 
mang-anese in pyogenic staphylococcus infecn’ons. Sullivan 
on the other hand could find no sound experimental or clin- 
ical basis for its use. In our own work we have been impressed 
with the occasional value of manganese butjTate in severe 
staphylococcal infections. One or two intramuscular injec- 
tions. even though they cause a good deal of local reaction. 
wtiU hasten the softening of a boil and facilitate rapid healins. 

In the last few years an extensive literature has appeared 
on pilj athiazole in staphylococcal infections (Bosfgs, Knoll, 
Beling and Abell and others). The Committee on Chemo- 
therapeutic Agents of the National Research Council (1941) 
recommends for cases of larffe boils and carbuncles an initial 
dose of 4 gm. of sulfathiazole. and 1 sm. evert" four hours 
thereafter for seven days— in addition to hot fomentations 
and incision when fluctuation has taken place. Our own ex- 
perience in a few cases has been highly favorable. 

Immunization 

Immunization in prolonged sieges of furuncles may be at- 
tempted with a varien" of methods. Ainogenons vaccines are 
preferred by some while others find stock vjccmes equally 
valuable. The value of Besredkas antrcinis both in cheort’ and 
practice has not been universally accepted. The same apphes 
to the staphylococcus bacteriophage. Recentiv. favorable re- 
ports have appeared on a staphylococcus toxoid (Dolman) 
which is said to give an increase in the antihemolytic titer 
of the serum. Nonspecific methods of immunization wtith 
foreign proteins (aolaru activin) are still being used. Staphy- 
lococcus antitoxin in large doses has been found useful in 
staphylococcal septicemia (Goldberg and Bloomenthal). 

If furuncles continue to develop in spite of immunization, 
every- effort should be made to keep the patient's skin as 
sterile as possible, and fay careful hygiene to prevent reinfec- 
tion. This includes stress on frequent bathing, the free use 
of soap, daily change of underwear and bedding, the use of 
mild antiseptic solutions locally-, sunh'ght and a low carbo- 
hvdrate diet. Axillary hydradenitis is best treated uith x-rays. 
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CARBUNCLE 

A carbuncle is similar to a la^e furuncle except that it has 
multiple areas of fluctuation and a broader ^d deeper area 
of induration {Tvg. 20), is more painful, and is less respon- 




Fig. 20.— Carbuncle. 


sive to local applications. In general it is far more dangerous 
on account of the severicj' of the associated constitutional 
stTnptoms, parricularl}* in diabetics, chronic alcoholics and 
enfeebled elderly individuals. 

Treatment 

The treatment of carbuncles today is krgel)' a radical 
surgical procedure, although conservative measures may be 
tried for a limited period of time. In our own experience in 
a small number of cases we have been able to obtain a cure 
by a combination of roemgen therapy similar to that used in 
furuncles, with hot fovjemations, local antiseptics and man- 
ganese^ blit} rate by intramuscular injection. Under this treat- 
ment in favorable cases the infiltrated areas soften, discharge 
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freely, and after sloughing is finished healing slowly takes 
place. Stilfathiazole may also be used in carbuncles although 
they respond less quickly than do furuncles. Melton found 
that many carbuncles \^ull cease to extend after the adminis- 
tration of the drug has begun. 

A valuable method of treating carbuncles vuth short 
diathertny has been described recently by Milton G. Schradt. 
Employing the inductotherm, treatments were given vith a 
12 inch disk, low intensit)’', twenty minutes ever)”^ hour, 
twenty-four hours peir day for fourteen days, and less fre- 
quently thereafter. Severe pain Avas rapidly alleviated afOT e 
first feAv days and general sj^mptoms subsided rapidly. Com 
plete sloughing occurred by the thirteenth day and subsequent 
epithelization was accomplished with narrow strips of a e 
sive tape. Total hospitalization averaged nineteen days, ihe 
method employed by Schmidt is_ obviously one that requires 
a meticulous and exacting technic but it has certain a \ an 
tages over the radical surgical treatment that is usua v a 
vised. Even in diabetics, successful results were obtamed ano 
scarring was decidedly less than with surgery. 

The usual method employed by surgeons nowadays 
radical excision of the whole mass vdth the scape or 
electric cutting current. Surgical treatment , 

still the optimal method Avhen heat and x-rays_fail to deia> 
the progr^ of the infection or when the special technic 
short wave diathermy used by Schmidt is not available. 
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THE TREATMENT OF ECZEMA-DERMATlTlS IN 
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The development of eczema is dependent npon so many 
factors and its clinical picture is so variable that its treatment 
is necessarily one of rational therapeutic measures used intel- 
li^ently. Eczema of nide extent requires treatment different 
from that given to a small patch. Acute eczema tvith vesicle 
and swelling is certain to be aggravated by treatment ordi- 
narily given CO a licfaenified patch, and. similarly, eczema 
due to contact with a cosmetic presents less of a therapeutic 
problem that does a similar type of eczema caused by pollens. 
The modem concept of eczema is that it is a stTnptom 
complex with many etiolo^c factors, particnlarly those of a 
sort to make up a predisposing background. Stokes has coined 
an expressive phrase for it: “.Multiple factorial eriologic con- 
cept,” and he mentioned such causative factors as the heredi- 
car)', ichthvotic, seborrhoeic, pyogenic, bacterial, psj'chic, 
neurogenic, allergic, metabolic and the factor of focal infec- 
tion. One or more such factors can usually be demonstrated 
in a person nith eczema— a person whose skin, because of 
h^-persensiuvin,', either acquired or congenital, responds ab- 
normally to a substance that is ordinarily innocuous. Such 
factors, if amenable to therapy, should be eradicated; others 
may be disregarded. Their importance is ever}-where ac- 
feowledged, yet despite the unusual attention given to them 
in recent years, the successful management of a case of 


* Ttiere is mach in snedidne shat is debatable gtotmd. The question as 
to n-hedier or not eczema and simple dermatitis are the same dis^e is still 
beit^ discnssed and, because this clinic is siten to a considexation of tteat- 
m^ti and in the interest of amplidtr, the-terms “eczema” and “dermatitis” 
vriii be xised inteichangeabiv. 

t.Assipnt Professor of Dermatology, Xorthtrestem Unireistt- Medical 
SschooS; Attending Dermatologist, Cook County HospitaL 
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eczema is still today dependent to a greater extent upon 
proper topical treatment. 

There is no specific remedy for eczema in the ordinal)' 
sense of the term; one must emplo)* instead u'eU established 
principles of treatment. These principles and their applicanon 
can perhaps best be illustrated by reports of a few t)'pical 
cases encountered in hospital and office practice. The first 
case is one of acute dermatitis, the kind of case that is most 
frequently encountered. 

DERMATITIS FROM HAIR DYE 

Qise I.— a woman, aged fifty-three, entered the hospital be- 
cause of an intense dermatitis ttath swelling of the face, e) euds 
and ears. The oozing skin was red, scaly and crusted in areas 
and on the temples the patches were vesicular. The onset followed 
an application of a certain hair dye which had been used tnth 
impunit}” for several years, but this time a new bottle of the d) e 
had been used. The patient had tried self-medicao'on for a week 
before entering the hospital, with the unhappy result that there 
was considerable itching dermatitis venenata from ointments 
superimposed upon the original eruprion; and she was near ex- 
haustion from lack of sleep. 

Relief of Itching 

For immediate relief the patient was given an injection of 
stTonUiivi brovMe, 1 ampule of which contains 15 grains o 
bromide in 10 cc. of fluid. This afforded several hours ot 
comfort from itching and burning and made a break m me 
vicious cycle of itching and scratching. "^^Tien necessan*, tms 
injection can be repeated before the patient retires and again 
once each day for a few days; or a mixture of calcium and 
a bromide would serve as well. 


Cold Wet Packs 

Cool, soothing, wet packs of alumimnn siibacetate solution 
were then applied to the patient’s head, face, eais and neck. 
A. smooth mask made of several layers of bleached che^e- 
cloth (or bedding, shirting, or any meshed hnen matenal) 
s„*ed mth the solution was then applied on her had 
and this in mm was covered wnth a thin sheet of « av pap , 
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and over all a bandage. (A pliable cellophane can be used 
instead of wax paper.) This t>T>e of dressing is soodMg for 
only a few hours. V/htn the padent nonces that the dre^g 
causes a burning sensation, it must be changed, for the addi- 
tion of new solution through an opening in the dressing is 
not satisfactorj*. 

This dressing serves several purposes. It removes the cmsts, 
scales, and debris; and, by its macerating effect, opens the 
vesicles, maintains a continuous drainage, and exerts a kera- 
tohtic effect. Then, too, by maintaining a constant tempera- 
ture, it exerts a soothing effect, the fim step necessarj* for 
recovery. 

In this case a solution of aluminum subacetate was used 
because it is a drug of established value in acute mfiammations 
of the skin. A concentration of 0.5 per cent solution can be 
applied safelv to any part of the body. Occasional!}’, how- 
ever, aluminum subacetate solution proves to be irritating to 
the skin of the patient. IITien this occurs, any one of a num- 
ber of substances ma}- be substituted for it. A saturated solu- 
tion of boric add usuall}* serves well, or a dressing uith 
skbwnsd vt'ilk is pardcularl}’ soothing. One may incorporate 
0.5 per cent solution of aluminum subacetate solution in the 
milk and make an excellent preparation. Nonml sal me solu- 
tion in a dressing is also effective, but it does have a tendenc}’ 
to produce a dn-ing effect upon the skin. Lmte arater, or lime 
water combmed with milk, ma}^ be emplo}’ed; or lead subace- 
tate salutian, 1 part diluted with 15 parts of water. It is 
better, however, not to use lead on sl^ that is eroded or 
abraded. In general those preparations that are slight!}’ acid 
uvert a more beneficial effect upon eczematous skin, 'which 
is alkaline in reaction. 

In the presence of secondary’ infection a solution of potas- 
shnn permanganate, 1:3000, is most effective though it ma}’^ 
leave a stain which, however, soon wears off. A dilute solu- 
tion of 0.25 or 0.5 per cent silver mtrate is also effective for 
weeping and imperigenized eruptions. Obviousl}^ then, the 
^ber of agents that can be used for acute eczema is I’ajre. 
Their actions are either similar or they are overlapping and' 
instead of using them all, one finds by experience and°intel- 
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ligent application that familiaiit}’’ with but a few gives more 
assurance and in the end better results. 

dressings used for eczema are best used cold for their 
anesthetic effect. Of course, cold dressings should not be ap- 
plied to too great a body area at one time, for they are apt 
to produce a chill. Perhaps, too, they should not be applied 
to the chest or neck of an older person. It is our practice here 
at the hospital never to apply cold wet dressings to more than 
one third of the bod}?- surface, and never to apply them to an 
area of the slan with poor circulation. It is important that the 
dressings be kept moist so as not to irritate the slan, and in 
ambulatory* cases cold wet dressings are not used overmght 
if the home is not heated. 

Ointmenfs 

The application of a u-ec dressing is a laborious task and 
requires patience. It is not to be employed any longer than 
is necessai^-. In this patient 'ufth the hair-dye dermatitis, for 
example, after a few days of continuous wet packs, a bland 
ointment was used overnight and then throughout the day. 
The ointment at first used was: 

(I) IJ Aquaphor, 

Aqaa disc. aa 

This preparation is a soft water-in-oil mixture that spreads 
easil_y and is tolerated by all but the e.vceprional skin. It 
should be used with caution in persons who have a true 
sensitization to wool, even though aquaphor is supposedly 
free of wool fat. 

After a few days it was thought best to change to an oint- 
ment with more body to it, for greater protection and com- 
fort. The fohovting formula was applied: 

(2) R Unauennim aqua rosae, 

\*aselme • ■ • ^ 

This is a pleasant mixture that can be readily dispensed any- 
where. Occasionally patients prefer a heaver paste such as: 

n) B Zinc paste, phin - 5 parts 

\^aseline ■ • i part 
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For ambulator}- patients, particularlf_ u-omen, m ointment 
a color more nearly approamacmg that of the slan is 

preferable, such as: 


(4) E Ichth>-Ql 

Zinc oside 

Cahmine 

Unscented cold cream 


15 per cenr 

10.0 per cent 

10.0 per cent 

qs. ad 


Subsequent Care 

In this "u-oman’s case, the hair \ras tvashed frecpientl} , 'vnth 
care given to protection of the shin of the forehead and face, 
and during: sleep the hair n-as vrrapped in a bed cap. She ivas 
caudonedT of course, never again to use the hair dye. The 
use of tvater and soap for her face M'as forbidden nndl the 
eczema had healed; then, and for several weeks after, she was 
to use superfatted soap and water that had been softened by 
the addition of starch. 


DERMATITIS, SUPPOSEDLY PSYCHOGENIC, FOUND TO 
BE OF EXTERNAL ORIGIN 

C4SE n.— A. S., a boy aged seventeen, was seen 'with an acute 
dermatitis of the face amhar to diat in the previous patient. In 
addition, the cubital spaces, popliteal areas and dorsal surfaces of 
the hands were involved. The patient was confined to his home 
with a nurse in attendance. 

The sror}' as related by his mother was essentialiv as follows: 
The boy was one of twins, not identical, and since infancy had 
been less attractive than his brother. His progress at school was 
slower and from early childhood be had required the help of a 
child psj'chologist. He had suffered from infantile eczema and in 
later years had had several mild attacks of contact dermatitis. 

One w-eek prior to this acute attack he had retumed from 
preparatory school with a scholastic report that was far inferior 
to that of his brother. His father, an nncompromirincr business 
man, had taken him severely to task and that evenii^ the bov 
broke out witb eczema-a supposediv psvchoge^ eczema 
brought on by an emotional upheaval. There was some improve- 
ment in the next few davs, sufficient for him to attend a <ocial 
event four nights later. He artended this affair with his brother- 
wch escorted a girl, and, to add to the patient’s dricomfiture, the 
brother s partner was the prettier girl. The consequent frustration 
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caused a flare-up of his dermatitis and his father, who “couldn’t 
understand such things,” again had words wth him. Again there 
was^ a flare-up of the eczema. The necessary factors for psj’cho- 
genic eczema %r'ere all present, including the readiness of the 
mother to accept the situation and a misunderstanding father who 
was largely to blame for the boy’s outbreak. Indeed the father 
was to blame, albeit innocently, for subsequent examination de- 
termined that the eczema was due to the father’s hair tonic which 
the boy had used on his return home, and again the night of the 
part)^ 

This case emphasizes forcefully the dictum that in adults 
the more one seeks an external cause for simple inflammator)' 
eruptions, the more cases will he identify. 

The treatment instimted was the same as that used for the 
previous patient, xvith strontium bromide intravenously for 
three days, cold wet dressings of aluminum subacetate and 
bland ointments. The case is cited, however, as an excellent 
example of tlie “multiple factorial etiologic concept.” 

ATOPIC ECZEMA 

Case III.— Air. H., aged thirtj''-t\vo, had had eczema during 
infancy, and several times during childhood he had suffered from 
mild attacks of dermatitis with spontaneous rerm’ssions and re- 
currences in the fall and winter. The present attack, the most 
severe he had yet e.xperienced, began early in June. It consisted of 
an erythematous papular eruption which involved the eyelids, 
neck, ears, chest, a.xi!lae, cubitals, popliteals and groins. The 
family history suggested the diagnosis of atopic dermatitis, an 
eruption which responds to treatment most unsatisfactorily. He 
had been in the hands of an allergist who found by skin tests 
chat his skin reacted abnormally to a number of agents, but the 
information was of no practical help. 

The areas with acute dermatitis were treated with wet dress- 
ings, the less acute areas with bland ointments, the hairy parts 
rvfth calamine lotion, and the lichenified patches with x-rays. 
The condition, despite treatment, became progressively worse and 
it was necessar}’’ to take him from his home environment into an 
air-conditioned room at a hotel. There was immediate improve- 
ment, sufiicient enough for him to return home after a few days, 
and the eczema was not particularly bothersome through the nc.xt 
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month. In August, however, with the onset of ragweed pollens, 
there was agam an acute flare-up along with the recurrence of a 
severe attack of hav fever. This was not unexpected because the 
results of a study wth skin tests gave strong positive reacnons to 
the June grasses and ragweeds. 


Treaftnenf of Acute Phase 

The treatnrent of this t}-pe of case is beset tvith difficulties. 
In general, the choice of palliative treatment depends entirely 
upon the morphologic characteristics of the eruption. .The 
acute stage is best treated, as were the aforementioned cases, 
xvith cold gret packs and later bland ommevts. If there is 
widespread involvement of the trunk and e.xtremiries, par- 
ticularly hair}' areas, it may not be feasible to apply oint- 
ments. A po'ccdery sxispemion serves best in such cases; such 
suspensions as the familiar calamine lotion or, as was used 
in his case, a starch lotion: 


(5) R Liquid paraffin, 

Glycerin 

Zinc oxide, 

Starch 

Aqua dist 


. . . M 5 per cent 

— aa 20 per cent 
qs. ad 


To this may be added antipruritic drugs if necessan*. Cam- 
phor and phenol, each 0.25 per cent, were added to the mix- 
ture. .Menthol could have been used as well, and a particu- 
larly effective antipruriric agent, though it is sometvhat 
more expensive, is liquor carbonis detergens up to 10 per 
cent. 


Treafment of Chronic Phase 

There w^ improvement of the acute phase of the eruption 
in this patient and the clinical picture then took on some- 
what the characteristics of a seborrheic eczema. Because of 
this, culture of the stool were made, but, unfominatelv, no 
predommadng pathogenic organism was recovered. ' Had 
there been one, a vaccine from'' such an organism miahc have 
produced a beneficial result, as it occasion^y does m sebor- 
rheic eczema. Empirically a mLxture of 40 per cent precipi- 
tated sidfur in vaseline was then applied to the eczema. This 
uuxTure makes a paste, whereas one u-ith a low content of 
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sulfur constitures an ointment. Such an ointment is apt to 
prove irritating; the paste did not and its use led to consider- 
able improvement until finailp, as vith all such measures, 
there was an apparent standsrill. 

At this stage it ^s'as decided to use a tar preparation, for tar 
has long since proved its worth in chronic eczema. Paoenc 
seem to dislike ointments containing tar, so a varnish made up 
of 5 per cent crude coal tar in chloroform was painted on all 
of the patches. This is verj* effective bur has one drawback: 
it makes the skin look dirt)'. "With ambulator)^ patients one 
usual!)'' confines its use to covered parts of the body. The 
preparation has among its features the fact that it does not 
soil linen and clothes and with it on the skin the patient can 
bathe. Certain skins tvill be irritated by it, but, when the skin 
is not irritated, this is a most valuable preparation for chronic 
eczema. 

In recent )'ears man)' variants of the ordinary’ crude coal 
tar ointments have been introduced, some in which the color 
has been improved upon, others the consistency, and othen 
again claim one t)*pe of advantage or another. They have all 
proved to be effective in certain cases and can be recom- 
mended generally, but one leams to have favorites because 
of famih’arit)' and success -ntith them. 

“Nonspecific" Measures 

In this case, even m'th the use of tlie coal tar, there was 
improvement only up to a point, beyond v'hich there seemed 
to be no more benefit. The so-called “nonspecific” measures 
then had to be employed. Among those most frequendy used 
are calcium, sodium thiosulfate, calcium thiosulfate, fever 
therapv and autohemotherapy. Sodium thiosulfate was given 
because it is the e.vperience of most dermatologists that it is 
the most valuable of these. It can be given 1 gm. dailv intra- 
venously. bur here at the hospital we think that, since we 
started givino- massive doses in the amount of 7 gm. a day by 
the intravenous drip method, the results from its use have 
been better. Finallv, the old reliable liquor potassium arsen- 
itis was administered, 3 drops t.i.d., and, with the use of sodium 
thiosulfate daily, Fowler’s solution and coal tar paint, there 
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■«-as finally complete recovery. In prescribing liquor potas- 
rium arse^ris one should take the precaurion to tvnte a non- 
refiUable prescription because of the tendency for fimvlers 
solution to produce keratoses in susceptible individuals; and 
such keratoses occasionally degenerate into carcinoma. 

VARICOSE ECZEMA WITH ECZEMATIDS 

Case I\'.— This patient was a tvoman of sixt\'-five years tvith 
varicose eczema of several years’ duration. After a recent injuiy. 
the eczema became acute and there developed a toxic response 
senerallv distributed on the body in the form of an eczematid. 
Her entire skin, because of age, was dry. The circulation of the 
affected leg was not impaired too greatly. 

The varicose eczema was treated as an acute dermatitis 
with soothing 'irrt p:icks; and on the trunk there was applied 
an oily suspenrion of calcmtine Unhmnt, N.F. ^Mth complete 
rest in bed and the apph'cation of this suspension twice a day 
there was gradual and progressive improvement. Later, when 
the eczematid had subsided, the sldn was greased with the 
ointment in prescription No. 1. 

ECZEMA NUCHAE 

Case This rvoman, aged fony, reported with a patch of 
lichenified eczema on the back of her neck just below the hair 
line. This n-pe of eczema nuchae is peculiar in that it affects onlv 
women; and it is seen most often in women with a certain degree 
of emotional instabilit)'. We made it a point to rule out the 
possibilicA' that this was an irritant dermatitis. This was done by 
clinical observation and a patch-test studv Avith all the prepara- 
tions used in her scalp and hair, including hairpins. 

Because of the thickening and the location of die patch of 
eczema, it AA'as thought best to treat it with roentgen rays 
Fractional doses repeated every week for sLy treatments 'ef- 
fected a good re^lt. In addition, she Avas given a stimulatincr 
mLxture of tar ’ze'ith ammoniated mercury: " ^ 

(6) R PLv liquid, 

Ammoniated mercuTA* 

Ung. aqua rosae 


aa 2 per cent 

qs. ad 
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ECZEMA ANI 

Case This man had a subacute eczema ani. He was re- 
ferred by a grateful patient who had been treated for pruritus 
aru with x-rays and a tar ointment. In this man’s case, however, 
the eczema was found to be due to sensitization to resorcin con- 
tained in a suppository. 

The treatment "u^as that of an acute dermatitis, and uith 
wet dressings and bland ointment, and Asuthout the use of 
x-rays, a cure Av^as effected. The patient AA^as given ahnnimm 
sub acetate solution to apply as AA'et packs ^ter defecation 
and for short periods severaJ times during the day. Prescrip- 
tion No. 1 AA^as used the remainder of the time. 

Case VII.— A short, heavy-set man of fifty-tAA'o years reported 
because of pruritus ani. Examination revealed a rather sharply 
defined patch of eczema, macerated in the center, AAUth oA’er- 
hanging scales at the periphery of the patch. A focus of oneal 
dermadds Avas found in the last interspaces of his toes. 

The padent AA^as treated AAUth moist AA-et packs of potassium 
permanganate 1:3000 solurion tAA-o or three times a day, and 
a mild keratolytic ointment made up of: 


(7) 5 Salicylic acid 1 per cent 

Benzoic acid ... 2 per cent 

Ung. aqua rosae . . .q.s. ad 


^^Tien he reported to the office, the area aa’^bs painted AAUth 
2 per cent aqueous solurion of gentian violet. He had prompt 
relief from the topical apph’cadons, but cure AA^as not effected 
until the strength of the ointment AA’^as doubled some tAA'o 
AATeks later. 

IMPETIGENIZED ECZEMA 

Case ^TII.— A gas station attendant developed dermatitis of the 
face from contact Avith motor oil. Consequent to the scratching 
from the pruritus there developed impetigo. 

In a complication such as this, Avhere there arises the ques- 
tion of whether to treat the impetigo or the underlying 
dermatitis, one must of necessity treat the impetigo. Cold 
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xrer pacts of ahtrmniwi siibacetate vrere applied to the face 
for a fetr minutes every day. Then there v.'as applied an 
antiseptic ointment of: 


(8) K Po'K-dered srdfathiaiole 5 P» cent 

Aqoaphor 


After the impetisinous element had cleared, a bland ointment 
was applied and“ there was complete recover)- in about ten 
days. 

ECZEMATOID RINGWORM 

CisE IX.--Mr. S. R., a man aged thirty-eight, reported with 
an enipDon of the hands and fe^ The interfaces between the 
toes revealed maceration from which mycelia were recovered. 
The palms and soles were the site of deep-seated vesicles. A diag- 
nosis was made of dneal dennatios of the feet with dennstophy- 
tids of the palms. 

Because these cases are usually associated with considerable 
hyperhidrosis, the patient was given 75 r of uofilcered x-rays 
to the palms and soles. Then cold wet packs made vsdth 
potassium permanganate solution. 1:3000, were applied to the 
hands and feet un^ the sldn was macerated. Whitfield’s oint- 
ment, diluted one-eighth strength, tras then applied to the 
palms and soles, and with this regimen there was cure of the 
eczematous phase. Of coarse, proper fungicides had to be 
used on the feet to eradicate the infection Acre. 

COMMENT AND SUMMARY 

1. Elimiaate all external irritants such as soap, water, heat, 
friction, plants and chemicals. Identif)- the causative irritann 

2. Treat the vmderl)-ing predisposing constiUiuonal fac- 
tors, such as foci of infection, fault)- metabolisni (a dt)- skin 
may indicate aviraminosis A or low basal metabolic rate), 
autointoxication, nervous disturbances, anemia, and so on. 

3. The topical treatment of eczema is dictated usuaUy by 
the morphologic changes in the skin. Always begin treatment 
•vnth soothing bland remedies and gradukly hicrease their 
strength if necessar)-. (a) Acute eczam is best treated udth 
aqueous dressmgs. powder}' emulsions and pastes, (^) Stiba- 
cine eczema is best treated -n-ich a combination of aqueous 



108 


HERBERT RATTN’ER 


dressings alternating ■«ith ointments containing tax. Avoid 
the use of ointments in areas such as the groins or a-nllae. 
(c) ChTonic eczevia is best treated uith ointments or 
paints containing reducing agents, roentgen rays, and non- 
specific stimulation therapy. 

4. Antipruritics should be prescribed freely, and do not 
hesitate to use small doses of barbiturates. 

Vehicles of Oinfments 

A recent development in topical therapeutics has been the 
increased attention given to the vehicles of ointments. Emul- 
sifjfing bases, oil-in-water preparations, water-in-oil bases, 
skm-tone preparations, wetting agents, so-called greaseless 
bases and tiie like are being introduced almost ever)’’ day by 
pharmaceutical houses. As yet, clear-cut indications for their 
use have not been formulated, although the)’^ give promise of 
being a distinct advance in topical therapeutics. None of 
them, to m}’’ knowledge, has been included in the National 
Formular}' and, until they have been given a more thorough 
trial b)' dermatologists, they should not be recommended for 
general use. 
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TREATMENT OF PRURITUS 


MAXIMILIAN E. OBERMAYER, M.D.* 


Itching, the most common symptom encoimtered in der- 
matologic practice, mav be defined as a sensation which pro- 
duces m urge to scratch. T^Tiile the exact mechanism of the 
production of pruritus is not yet fuUy understood, it is 
thought that edema or chemical irritation about the end- 
ings of nerres which conduct pain is causatire. 


DIAGNOSIS OF ESSENTIAL OR PRIMARY PRURITUS 


Since itching is a common accompaniment of a great num- 
ber of dermatoses, most of which are inflammators'. a con- 
dition in which such secondary itching is manifested should 
be carefully distinguished from essential, or primart', pruri- 
tus, a disorder in which itching is the only symptom and 
there are no cutaneous changes other than those resulting 
from scratching or rubbing. Before making a diagnosis of 
essential pruritus, therefore, it is necessart' to make certain 
that no lesions are or have been present. 

Minute attention should be paid to the possibility of an 
infestation. Fediadosis uerrir/rentorK??;— infestation T\ith the 
common clothes louse— produces itching predominantly in 
areas where the clothing is in closest contact with the b'odv, 
namely, over the shoulders, on the upper part of the back 
and about the waist. MTiile it may be possible to detect the 
presence of “insect bites,” the predominant lesions in pedic- 
ulosis are linear excoriations. The presence of pediculi in 
the seams of the clothing verifies the diagnoris. 

A histor)- of generalized pruritus u^hich is increased after 
the patient has gone to bed is alwap suggestive of scabies. 
Persons who bathe daily may have' so few lesions diat the 
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diagnosis becomes difficult. Careful inspecdon of the inter- 
digital folds, the wrists and the genitalia for the presence of 
burrows is essential to rule out scabies. At times it trill be 
necessar}’’ to instruct the patient to forego bathing for a weelc 
and then to return for further observation, by which time 
tj'pical lesions will have developed if scabies is present. 

Often a patient who complains of itching has no lesions 
at the time of the examination but gives a histor)’^ of urticarial 
wheals associated vith the attacks of pruritus. A tentame 
diagnosis of urticaria should be made in such instances an 
sjTnptomatic treatment carried out while the cause is song t. 
Essential pruritus may be generalized or localized. 

GENERALIZED ESSENTIAL PRURITUS 
Generalized pruritus is a fairly common complaint. Its 
causes are so manifold that successful treatment 
on first determining the cause, for purely s)'-mptomaoc t er 
apy can only allay the sj^ptom temporarily. The causes ma) 
be ditdded into nvo groups, organic and funcnonal. 


Generalized Pruritus of Organic Origin _ 

Among the organic causes “drv- sWn,” or 
common. The patient with this condmon has a sbghfi> ^0 
sldn to start vdth. Then, during the vnnter monthj expos 
to an insufficiently humidified and overheated atmosphere in 
doors, too frequent bathing and the use of 
and too much or too strong soap so accenware p..„n,ina- 
drjmess of the skin that itching is produced. Close exam 
tion wiU show that the skm is dr>^ and m some place ^ 
sUghtly chapped. Those parts of the body, howe^e , h^^^ 

orp <nihiect to more perspurauon, such as the ^^nla , 
trenital reinon and the feet, ate always unaffected 

tete shodd be satbstituted for the usual all-over tub bad, 
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■with soap and tracer. In addition, the skin should be oiled 

(see later). ... 

Among the physiologic states capable of producing prun- 
tus are menstruation, pregnancy and senile arroph} of the 
skin. Itching associated with vieTistniation is not conraon and 
is far less intense than that which often occurs during preg- 
nancr. Ikliile it is impossible to mle out the presence of an 
endocrine disturbance during menstruation and pregnancy, a 
functionai basis should not be overlooked, because k is well 
known that emotional instabilit}' is increased during these 
periods. Therefore, though endocrine therapy is some^es 
employed, treatment should usually be that for funcrional 
pruritus, which is discussed later. 

Ssnlle pnifmis, caused by atrophic changes of the skin, 
is often accompanied by senile cerebral arteriosclerosis. 
Senile skin, which is drt* and thin, should be treated in the 
same manner as asteatoric skm. Sedatives are indicated. 

The skin of patients •with an early stage of acquired hypo- 
thyroidism resembles asteatoric skin, and generalized itching 
is the usual complaint. A decreased basal metabolic rate will 
reveal the cause of the pruritus, and adequate therapy will 
eliminate the stmptom. 

Diabetes may be associated widi severe pruritus. UrinaljTes 
and blood sugar tests are, therefore, indicated in even* case 
of chronic generalized itching. Hepatic disease also is a not 
infrequent cause of generalized pruritus. In this connection 
it is important to remember that, in cases in which there is 
an elevated icteric index but no clinical jaundice, intense 
p^tus may nevertheless be present. Treatment should be 
directed tow'ard correction of the hepatic disorder. 

Other causes of pniritus are veoplasuis of various t)-pes. 
Carcinomas as well as sarcomas, especially those originating 
in the abdominal organs, may be responsible. However, most 
notorious for the production of intolerable generalized pruritus 
are the hTnphoblasromas, or white blood cell dyscrasias. 
Leukemia, pseudoleiikama, lyviphosarcovia. Hodgkin's dis- 
ease and granuloma fungoides may be preceded bv pruritus 
of months’ or even 3-ears' duration before definite changes 
are endent m the blood or in the 13-mph nodes. Hence.'^in 
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of generalized pnintus a complete blood count is 
indispensable, though the blood picture may be normal at 
the onset of any of the dyscrasias and it remains normal 
throughout the course of granuloma fungoides and, at rimes, 
of pseudoleukemia. For the demonstration of enlarged l}Tnph 
nodes, especially in Hodgkin’s disease or Ijonphosarcoma, 
roentgen examination of the chest is a necessarj' routine meas- 
ure. In pntntus due to white blood cell dyscrasias, arsenic in 
the form of Fouder’s solution is helpful. Since the prognosis 
for life is unfavorable, there is no objection to its use. For 
other conditions Fowler’s solution is not recommended be- 
cause of the great risk of arsetrical complications, including 
pigmentation and precancerous keratoses, which may follow 
its prolonged use. 

It has been stated by some investigators that chronic foci 
of infection may at times be responsible for generalized prun- 
tus. Though in my experience such occurrences are rare, 
cases in which chronic cholecystitis, prostatitis and cysrids 
were causative have been reported, and investigation for the 
presence of these disorders appears justified. 

In cases of renal disease in which the blood urea is ele- 
vated, generalized pruritus is often present. In both renal and 
cardiac disease the edematous areas are sometimes prunric. 
Therapy must be directed toward the underlying disorder. 

Pruritus associated with gotU may be generalized or local- 
ized. In the latter case it involves the region of the tophi or 
the anal area. Measures designed to eliminate uric acid are 
followed by relief of the itching. 

Pruritus may accompany the organic nen-ous diseases, 
particularly senile cerebral arteriosclerosis. In such cases die 
sj^ptom is often aggravated by senile changes in the skin. 
The cause of the itching is suggested by such factors as the 
ao-e of the patient, the intensit)* of the pruritus and the pres- 
ence of peripheral arteriosclerosis, arcus senilis or sclerosis of 
the retinal vessels. The sj-mptom is best controlled by in- 
travenous injections of sodium bromide given three times 
weekly. The initial dose is 20 cc. of a 10 per cent solution, 
and each subsequent dose is increased by 10 cc. until 30 cc. 
is reached, after which the injections may be continued as 
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long as the itcliing persists and resumed if the itching recurs. 
Aniogen and estrogen therapy may also be of value. 

Nairosyphilh of the tabetic or paretic t}’pe likeu'^e nrny 
be accompanied by pruritus, and at times the suspicion that 
syphilis was present, aroused by this stTnptom, has been veri- 
fied by the results of a general examination. The itching im- 
proves with anrisy-philitic treatment. 

Medkcnnems may also cause generalized pruntus. Among 
the drugs which have been found causative are adalin, al- 
cohol, arsenicals, cannabis indica, cinchophen, cocaine, gold 
salts, nirvanol and opium derivatives. Opium and cocaine 
addiction and delirium tremens are often accompanied by 
itchins. The obvious treatment is discontinuance of the of- 
fending drug. 

Generalized Pruritus of Functional Origin 

\'^Tven there are no phracal or laboratorjr findings indica- 
tive of an organic basis for the itching, the possibilit}’’ of a 
functional basis should be investigated. Functional pruritus 
is far more common than is generally supposed. 

The nervous disorder underhung functional pruritus may 
range in severin' all the way from a simple instabilit}' of the 
nervous system to a true psychosis, ^'^^e the diagnoas of 
functional pruritus must be based primarily on a study of 
the patient's peisonaiin' and emotional make-up, it is help- 
ful to remember than in contrast to organic pruritus, which 
tends to be constant functional prurit^ takes the form of 
sudden attacks. The attacks, which var}* considerably in du- 
ration. may come on any time during the da}' or m<rht but 
occur most frequently at night when the patient has dis- 
robed and air has struck the skin. 

In approaching the problem of functional pruritus, as in 
any fiacrional disorder, the phvrician must call on his store 
ot panence. sx-mpathy and tact. Once the suspicion is aroused 
ti^t the paaent's disorder may have a functional basis, every 
earn, shpuld be expended to gain his confidence so that the 
extent ot the nervous disturbance can be determined. Treat- 
mem of a fuh-blown nemrosis or pst'chosis is distinctlv the 
province ot the psychiatrist, who alone has had the specific 
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ttaining and e^erience necessarj'^ to enable him to assume 
full responsibility for the patient with severe mental disease. 
Consequently, common sense and discrimination must be 
exercised in deciding which patients must be referred directly 
to the psychiatrist and wliich ones will be suitable subjects 
for the relatively shallow psychotherapy'^ which the pracric- 
Physician can administer along with his treatment of the 
cutaneous disorder. 

There are two common types of mild emotional disturb- 
ances which can often be alleviated by the understanding 
and interested physician. The patient u'ith the first variety' is 
best exemplified by'’ the “high pressure” ty'pe of business man. 
Such a patient is obviously under tension, is usually' overly 
ambitious and energetic and is inclined to assume too much 
responsibility and to take his obh’gations too seriously'. Such 
a patient needs help in restoring balance to the conduct of 
his life. The second ty'pe of patient, who is more likely' to 
be a woman, often has feelings of insecurity' and inferiority. 
She is inclined to worry unduly and to evaluate incorrectly 
the essential factors in her fife, particularly in the sexual 
sphere. Such a patient needs help in gaining a perspective 
tou'ard her needs and interests. 

Therapy' of such disorders is not difficult, but not all 
phy'sicians have the attributes which are essential for carry'- 
ing it out successfully'. 

Intelligent sympathy and understanding are the two prime 
requirements without which no phy'sician can hope to carry 
out successful psy'chotherapy'. A functional disease is a true 
disease; its sy'mptoms are very' real to the patient, and adopt- 
ing the attitude that he is “not really' sick” will vitiate any' 
attempts to set at the underlying emotional problems. A 
sy'mpatheric understanding implies not a “hand-holding 
point of view but a realization that the patient needs assist- 
ance in solving his difficulties. 

There are t\vo types of physicians -who, in spite of interest 
and sy'mpathy', are unsuited for handling the emotional prob- 
lems of patients with functional disease. The first is the ry'pe 
of physician whose experience is so limited that he is fre- 
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■quendy faced -nidi padents whose personalities, background 
and life situations he is incapable of understanding. He is 
likely to blunder in tr}ting to reduce a complex emotional 
pattern to his omi simple formula utithout taking sufficient 
cognizance of factors which, though strange to him, are of 
great importance to the patient’s welfare. One must remem- 
ber that “normal” covers a wide range in sexual, social and 
moral, as well as physical, spheres. 

The second t)-pe is the physician who has unsolved prob- 
lems of his ou-n which are likely to bias his approach and 
to distort his therapeutic attempts. He will often do positive 
damage by reinforcing abnormal trends in the patient which 
parallel the course of his o\™ difficulties or by failing to 
recognize important factors because they play a role in his 
omi problems. 

However, the physician who is equipped with the neces- 
sary attributes and a good measure of common sense can 
gready aid the patient in unraveling his emotional problems. 
In addition, there are several practical means by which he 
can reinforce the effects of therapy. For instance, he can 
often help to eliminate causes of friction by intentiewing 
marital partners or relatives and by suggesting alterations in 
living arrangements. He can assist in outlining a regimen 
which will provide for adequate rest, including daily naps 
and regular sleeping hours. He can insist on a healthy balance 
betn-een work and play and point out the value of restful 
vacations. The rela.xing beneficial effects of daily sunbaths 
have been well established. The acquisition of an ultraviolet 
lamp to provide artificial sunshine during the winter months 
is a warranted investment. Sedation is often a necessaj}’^ ad- 
junct to the foregoing therapeutic suggestions. 


Local Therapy 

The local therapy, which has only a temporary" effect in 
generalized pruritus, must always be secondarv- to the cor- 
rection of the underlying cause of the disorder, but local 
measmes must often be instituted for sjTnptomatic reUef 
An oily louon should be used especiaUy if the skin is dry 
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as for example in asteatosis or senile pruritus. Cook's eimihion 
base, which is a satisfactory preparation, has the foUowing 
formula: 


Olive oil 190.0 

Oleic acid 20.0 

Triethanolamine 4.0 

Water q^. ad 3S0.0 


Among the satisfactory anripruriric local applications 
which may be used in all forms of generalized pruritus are 
Pzisey's calamine liniment: 


3? Tragacanth pulv 4.0 

Phenol, 

Glj'cerin aa 0 j56 

Calamine, 

Zinc orid aa 30.0 

Ol. oliv. 120.0 

Oil of bergamot 2.0 

Aq. dest. q.s. ad 4S0.0 

and menthol-phenol paste: 

5 Menthol 0.13 

Phenol 04) 

Ac. boric 3.0 

Zinc orid 13.0 

Petrolat. ■13.0 

Ungt. aq. ros q.s. ad 120.0 


A ■fl'aming should be given against the prolonged use of 
lotions, such as the calamine lotions, because of their mark- 
edly dr}’ing effect, which will aggravate pruritus from any 
cause. 

The use of soap and water must be curtailed. The only 
bath permissible is the colloid bath, which has a mildly anti- 
pruritic effect. Directions are as foUov^s: 

1. A gruel is made, the amount prepared depending on the 
size of the tub, by boiling I to 2 cupfuls of oatmeal in 1 to 2 
quarts of water; wuter is added continually so that the volume of 
the mixture is maintained, and the boiling is continued until the 
CTTuel is of moderately thick consistency. It is then set aside 

to cool. , . , , ■ j 

2. The cooled sruel is poured into a large gauze bag. Qed se- 
curely and the bay swished around in the^rubful of water until 
nothing but husksTemain in the bag. The water should become 
whitish and opalescent. 
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3. After the colloid bath, Avhich lasts from ten 
TO-o hours, the padent dries himself by patmig (not rubbing) 
uith a toivel. 


The use of soap should be restricted to the feet, gemtalia. 
asiliae, face and hands, and for this purpose a superfatted 
soap, such as Basis Soap, Hazeline Soap, or lanoline soap, 
is recommended. 


LOCALIZED ESSENTIAL PRURITUS 

Localized pruritus occurs predominantly in three locations; 
around the anus, on the genitalia-especi^y in tvomen-and 
on the scalp. 

PnirHus Ani 

Pruritus ani. like generalized pruritus, may have either an 
organic or a functional basis. Among the organic causes are 
intesdnal parasites, such as pinworms, trhich are more com- 
mon in children than in adults; intestinal neoplasms, such as 
carcinoma of the colon; gout, and diabetes. The role of 
hemorrhoids and anal fissures in the causation of pruritus 
ani has been overemphasized; they play a minor part, if 
any, in its producrion. The stools should be examined for 
ora and parasites to rule out the presence of pinmonus, and 
proctoscopic examination should be performed to eliminate 
the possibility' of neoplasms. Essential pruritus ani must be 
distinguished from intertriginous fungous infections, espe- 
cially those due to monilia, xvhich are not infrequent in this 
area because the ivarmth and moisture encourage their 
grouTh. The presence of erythema and scaling should arouse 
suspicion; microscopic examination n-ill reveal the fnnsi. 

Pniriws ani of functional origin is far more common ^an 
that of organic origin. In an ovenvhelming majority of the 
casp of pruritus ani which I observed at the Unirersitt^ of 
Chicago Clinics over a period of twelve years, the disorder 
n-as of functional origin. The same considerations xvhich 
were previously elaborated xvith regard to the diagnosis and 
trcatment of generalized functional pruritus are%aiid for 
the localized variety. That emotional disturbances are causa- 
tive IS established xvith greater ease in functional pruritus 
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ani than in any other form of functional cutaneous dis- 
ease. Patients with functional pruritus ani gave evidence of 
disturbances in the sexual sphere wth almost monotonous 
regularity. 

Local vieamres are important and must be carried out vnth 
minute attention to detail. To avoid irritation the softest t)’pe 
of toilet tissue and a minimal amount of rubbing must be 
used, and the cleansing of the anal region should^ be com- 
pleted with small pledgets of cotton soaked in mineral oil. 
During the daytime Pusey’s calamine liniment should be 
applied. The sharp edge of a wedge of cotton is soaked with 
the liniment and inserted between the nates, for the double 
purpose of applying the mildly di^ring, antipruritic medica- 
ment and of keeping the skin surfaces apart to avoid 
maceration. At night menthol-phenol paste is applied, an _ 
the surfaces are kept apart by cotton or gauze. In cases ot 
severe and resistant pruritus, roentgen therapy is given to 
relieve the itching temporarily and to permit the patient to 
obtain more rest. Roentgen therapy is in no wav curative; it 
must be used cautiously, and its limitations should be appre- 
ciated. After pruritus has been present for a long nme, tn 
habit of scratching has become so fixed that it must be com- 
bated by strict measures. It is sometimes necessar)^ to restra 
scratching during sleep by having the patients hands ned 
or by having him wear ordinary workman s gloves, m bn 
gemails should be filed dow to prevent damage to die skin 

'if he should scratch. <nich 

The injection of nen^es and other siirgicd me 

as nen^e section or excision of the prurmc area, are m 
rioned only to be condemned. 

Pruritus Vulvae _ . 

Pruritus imlvae may likeiwse have an 
rional basis. An infection of the cen^ix or v ^ emse^ 
trichomonas may be associated a d^sc 

sufficient to cause pruntus but "ot prof _ 

clinically evident. Any pelv,c „ nule out 

rected. As in prunms ant, care b' “f" „,cs 

the presence of fungous mfecuons. In the majontj 
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chronic recurrent pruritus vulvae has a functionai basis, and 
eraluation and treatment of this disorder should be under- 
taken rrith that fact in mind. _ _ 

Kraurosh viilvjc, a condition of obscure ori^n associated 
nith intractable itching, is easily confused with functional 
pruritus; it is alwaj'3 characterized by infiammator}' phen- 
omeua and uicimare atrophy. Since it has its onset after the 
menopause, the patient ridth kraurosis is considerably older 
than the average patient v,-itK pruritus vulvae. 

As a local applicnt’wv iox ail forms of pruritus vulvae, cal- 
amine liniment or liquor carbonis detergens lotion (see later) 
mar be used. 


Prurihjs of fhe Scalp 

Pruritus of the scalp, which is of functional origin and 
fairly common, must not be confused with secondart' pruri- 
tus produced by seborrhea (dandruff) and by seborrheic 
dermadds; it must also be distinguished from secondary pru- 
ritus caused by infestation tvith Pediculus humanus. The pa- 
tient often complains not only of itching but of cutaneous 
lesions, which he erroneously thinhs are responsible for the 
pruritus. Inspection will reveal only small evcoriations with 
sanguineous crusts. Geaerai therapy should be directed to- 
ward correction of the emorional imbalance which is re- 
sponable. 

Local treatrr.STit consists of frequent shampooing with tinc- 
ture of green soap. A thin film of 5 per cent inmoniated 
mercurv ointment, rubbed into the scratched areas of die 
scalp in the erening. will prerent and control secondary 
pyogenic iafecrioa of the excoriarions. 


f^rjrcifc Etcoria-Hcns end Acsrcphobla 

These are fnncdonal disorders which can only be briefly 
mennoned here. Xearoric excoriadons. which Tart- in si^ 
cuG ceptk r^k from the patients irresistible uro-e to scratch 
sud G:g die skin- 

2nd help him gain insiaht 
E-o w. nature of the emotional problems respon^Ie for his 
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disorder are not often successful. In most cases the condi- 
tion is a true neurosis, and the patient should be referred 
to a psychiatrist. 


SECONDARY PRURITUS 

The local therapy of secondarj’" pruritus consists in treat- 
ing the dermatosis, of which the itching is one symptom. 
Since the management of the many dermatoses which give 
rise to secondar}^ pruritus differs gready, only general mg- 
gestions which are applicable to all of them will be given 
here. 


Avoidance of Overfreafmenf 

There is a widespread tendency to overtreat dermatoses 
and to employ strong applications when mild ones are in- 
dicated, often with disastrous results. The use of too strong 
ointments always causes a temporary aggravation of a der- 
matosis. It must not be forgotten that in addition, in certain 
predisposed patients, such overtreatment of psoriasis, lichen 
planus or any dermatitis, including eczema, may result m 
the development of generalized erjukroderma and exfohame 
dermatitis. Upward of a year is often required to correct e 
damage from such ill advised therapy. Therefore, it 
be emphasized too repeatedly that mild applications s ou 
be used until the physician has become well acquainte jn 
the reactivit}- of the patient’s skin. Cognizance shou 
taken of the patient’s comments, and any applicanon wfccn 
he finds irritating should be discontinued immediately. ere 
is still an unfortunate tendency among the lay public to 
consider as efficacious an ointment which makes the 
non ooze, because it “drives out the poison from the skin. 
Obviously, any topical application which snmulates exu 
rion cannot have any but an irritating effect. 


Vef Dressings 

A ^-eeping surface is alsvays best mated by 
Iresines. the most rapid drying, and 
SJ effect is adiered by the appheanon <ff 
Icnnatologic, tret dressings. Solunons for 
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should be freshlv made every four hours. 1 potassium 
pemjnganjte, 0'.65 gm. (grain _1), in one pint of water 
routinely except hen the resulting temporar}' discoloraflon 
of the skin is objectionable, in which cases /i^wnr iijutmw suh- 
acetatis, 1:16, or hydrosal, 1:20, is substituted. 'iVet dres^gs 
are applied as follows; 

Several pieces of gauze are kept soaking in the solution, 
uhich should be maintained at room temperature. A piece of 
the soaked gauze is applied to the affected area about ever)’ 
five minutes. The dreeing should not be covered and must 
never be allowed to dn,' out on the sldn. 

ll'et dressings should not be applied to more than one 
third of the body at one rime and care should be taken to 
avoid chiihng of the patient. 


Lotions and Ointments 

Since wet dressings are not feasible at night, soothing ap- 
plications should be used. In general, lotions are better toler- 
ated by an oozing skin than pastes or ointments. Calamine 
liniment is sarisfactot}'. Colloidal, or starch water, baths 
should be substituted for the ordinarj* soap and water 
cleansing. 

After exudation has diminished, plain aquaphor or an 
ointment containing 3 per cent ichthyol in aquaphor mav be 
applied. Menthol-phenol paste is also sarisfactot)*. If a lo- 
tion is preferred, liquor carhoms detergens (liquor picis car- 
bonis, N.F.) is a good anripruriric. It is used in from 5 to 50 
per cent concentration. A sarisfactorj' mixture for use on 
unbroken skin is the following: 


R Liqn carb deteig. 
Zinc oxide, 

Talci 

GUcermi 

Alcohol, 50 per cent 


^SO 

aa 500 
240 

qs. ad 2-iOO 


In all pruriric dermatoses rest and sedation are indicated. 
1 he admmistrarion of a phenobarbital compound is alna\-s 
helpful except in those drug eruptions b wbch bmersen- 
siuntj’ to a sedative is suspected. ' ^ 
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COMMENT 

In the management: of pruritus and of pruritic dermatoses 
the following admonitions should be borne in mind: 

First, determine the cause; and if that should prove im- 
possible in the beginm'ng, at least rule out the presence of 
any internal disorder whuch might be responsible. 

Second, give the patient symptomatic relief by prescribing 
sedatives and by using local applications which will soothe 
but under no circumstances irritate. 

Third, study any patient who has chronic recurrent pru- 
ritus from the functional point of view. A common sense 
evaluation of complicating or underlying emotional diffi- 
culties wall often aid in restoring the funcrional stability of 
the nervous system. The emotional catharsis wliich a patient 
may experience through his relationship to an understand- 
ing and s}'mpatbedc physician can be an important factor in 
his recovery from a chronic recurrent pruritus of “obscure 
origin." 
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X-RAY AND RADIUM TREATMENT OF DISEASES OF 

THE SKIN 

LEONARD F. WEBER, M.D.* 

A srrMPOsrcTM on the ‘‘Treatment of Diseases of the Sldn 
would be incomplete if x-ray and radium were omitted. In 
this article, radiodierapy is referred to as the treatment of 
disease by the application of x-rays and radium, omitting ul- 
traviolet and other radiations owing to lack of space. 

The dermatologist should know \vhy, when and how radio- 
therapy is used in dermatolog}*. Since there is little, if any, 
difference between the biologic and dierapeutic acdon of 
x-raja and radium, they will be discussed together. Because 
they are dmilar the indtcarions are alike for each agent. This 
clinic is a mere outline of the technic and dosage used, the 
diseases which are amenable to treatment, and the general 
results to be expected. The reader is referred to AlacKee’s 
textbook^ for a complete presentation of the subject. I have 
borrowed freely from his work, as it is a standard for English- 
speaking dermatologists. 

Since the discover}' of x-rays in 1895, and of radium in 
1S9S, these sources of euerg}' have been utilized in dermat- 
olog}-. At first, x-ray treatment proved of value in lupus 
vulgaris and carcinoma of the sldn. Following these results, 
overenthusiastic claims were made for x-ra}- therap}-, even 
in many incurable diseases. Overenthusiasm* still prevails in 
some quarters. 

AMtat are the reasons for the use of radiotherapy? Thev 
are b^ed on the experimental and practical work which his 
established that more than eight}' diseases of the skin are 
responsive to treatment rvith x-ra\-s. In a few diseases a cure 
can be obtained only with radiotherapy and in a few more 
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diseases temporar}* relief is all that can be derived from this 
agent. Many dermatoses are treated by combining x-rays vith 
otlier methods of treatment. The statement was made many 
years ago by M'illiam Allen Pusey that; “It is, in fact, hardly 
too much to state that roentgen ray therapy is the most use- 
ful addition to the treatment of cutaneous diseases that has 
been made.” The modem dermatologist could not practice 
efficiently utithout radiotherapy. 

EFFECTS OF RAYS ON LIVING TISSUE 

The changes that are produced by radiotherapy upon liv- 
ing tissue were summarized in the early part of the present 
centuT)’- by AVilliam AUen Pusey and witli a few exceptions 
still hold good. They are as follows: 

1. Functional inhibition and atrophy of the cutaneous 
appendages. 

2. The environment may be so modified that bacteria and 
fungi may encounter a less favorable medium upon which to 
grow. 

3. The nutrition of the listing cell is affected. Small 
amounts probably stimulate while larger doses inhibit cell 
function. V ery large amounts produce complete cell destruc- 
tion. It is probable that all therapeutic effects are produced 
bv the inhibitor)’’ or destructive action of the radiation. 

4. The inhibitory and destructive action is much more 
pronounced on immature cells and cells in the active state of 
diitisions than on cells that have acquired their fixed adult 
morphologic or physiologic characteristic (law of Bergonie 
and Tribondeau); also on cells that are physiologically ac- 
tive, such, for instance, as the cells of the s\\'eat glands; and 
on l)Tnphoid tissue. 

5. There is an anod)Tie and antipruritic effect either 
primal)' or secondar}’’. 

THERAPEUTIC INDICATIONS 

From tlie foregoing it may be adduced that x-rays have 
possible indications in the foUouting groups of cutaneous 

affections: . , , , . 

1. Conditions in which it may be desirable to remo\-e hair 
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either temporarily or permanently: (a) selected of 

h}T)ertrichosis; {b) selected cases of nevus pilosus; (c) sy- 
cosis-, (^) tinea tonsurans. 

2. 11%en it is desired to reduce the activity of the sebace- 
ous glands; (fl) comedo; {b) acne vulgaris; {c) acne rosacea; 
(d) seborrhea oleosa. 

3. I^Tien it is desirable to lessen the function of the smeat 
glands; (a) hj'peridrosis; (Z?) bromidrosis; (c) chromidrosis; 
(d) pomphoh-x; {e) hydrocj^oma. 

4. The mdirect effect on bacteria and fungi in tissues mat- 
play a role in a number of aff'ections, such as tinea, acne 
and sjmosis. In many of the bacterial affections such as acne, 
and fungous affections such as derniatoph)T:osis (eczema due 
directly or indirectly to fungi), the result may be due to 
the inhibkoty action of young and active cells on lympho- 
c)-ies and on chemical changes occurring in tissue that is 
being irradiated. 

5. Some obsen-ers believe that it is the stimulating action 
of the rays that produces the therapeutic result in inflam- 
mations like eczema, psoriasis and lichen planus, but it is the 
consensus that this effect is caused by inhibition of cell 
di\-isioa and activity, and possibly by liberation of anti- 
bodies from destroyed lymphocytes. 

6. The radiosensitiveness of young cells, that is, cells in 
the stage of division, embtyonic and l)-mphoid tissue, ex- 
plains theoretically the therapeutic action of x-rays on malig- 
nant neoplasms, the granulomas and some of tlie benign new 
growths; epitheliomas, sarcoma, young evolving anttiomas, 
tuberculosis, mycosis fungoides, leukemia cutis, and so on. 

7. The anodrae effect comes into play in the treatment of 
painful malignant and inflammaioty conditions and in the 
pmnric dermatoses. 


8. No one yet has been able to evaluate the pst'choloric 
effect of treatment v.-ith x-rap. In some instances the psvchic 
response may be partly or whoUv responsible for the thera 
peunc results. At the recovety may be spontaneous and 
coincidental uith snch treatment. However, the consensus is 
^ac m most m^ces the therapeutic result is due to the 
direct biologic effect of the radiation as outlined 
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It is e\adent from the aforementioned summaiy of the 
therapeutic indications for x-rays that their field of applica- 
tion in dermatolog}’^ is extensive. Generally speaking, radio- 
therapy is indicated in itching, licheniHcadon, infiltrations, 
thickenings, indurations,' new growths and diseases requir- 
ing depilation or inliibition of glandular acrivit)-. What has 
been said for x-rays applies to radium. 

X-RAY THERAPY IN CUTANEOUS DISEASES 

Should the radiologist or the dermatologist apply .x-ray 
therapy, if indicated, in cutaneous diseases? Cutaneous .x-ray 
therapj- is a part of dermatology, since it was developed and 
is being continued by dermatologists. Many physicians and 
radiologists still believe that x-rays should be tried in all dis- 
eases of the skin. A trained dermatologist does not follow 
this routine. There is no valid reason for it, since fort)' years 
of experience nfith .x-ra)^ therapy have sliomi us which of the 
dermatoses are more or less amenable to treatment with 
this agent. 

Apparafus 

Before the dermatologist buys x-ray apparatus he must 
choose between thervuonic (kenetron) and vtechanical recti- 
fication. The principle of the thermionic valve rube is uni- 
directional transfer of current by the passage of electrons. 

A mecham’cal rectifier is a device which, b)' changing con- 
tacts at the proper moment in a cycle, changes alternating 
into pulsating direct current. It must be admitted that the 
kenetron valve is gaining in favor and is lilcely to be used 
exclusively in the future. No matter what your choice, buy 
from a reputable manufacturer who can furnish prompt 
service. Either t)y)e is suitable for cutaneous therapy. As- 
suming that modem equipment is used, the technic applies 
to either txqie of rectification. 

Measurement of X-rays 

Our next and Greatest concern is the measurement of x-rays 
delivered at tlie site of the disease, either upon or below the 
surface of the skin. This depends upon the concentration of 
the radiation and the intensity. 
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Concentration of the Radlation.— Concentration of the^ 
radiation is regulated by the penetrabiliu- and this in rum 
bv the quaht}'. The qualit}' of the radiation is usmUv 
ured by the absorption in aluminum or copper. The t^ck- 
ness of copper or aluminum which absorbs one half of the 
radiation is called the “half-layer value.” Qualin* is also ex- 
pressed in effective wave lengths. Qualiu' of radiation is 
usuallv indicated by the voltage, but in the near future^ it 
may be recorded in half-lavcrs of aluminum or in effectii e 
wave lengths. 

IsTENsrrY.— Quantiu' of x-rays is measured by the standard 
international unit, the roeyitgCTi (r). or. in biological terms. 
erytheiiia dose. 

lovizjtioTi Measurement. —\x: the present time the most ac- 
curate method of measuring the radiation intensitt* is by 
ionization. Ionization dosimeters of the thimble t)~pe cali- 
brated in roentgens are available, and they provide a quick 
means for direct measurement of quantitt*. A phiTicist should 
check the quanrit)* and the qualin* of x-rays at least twice 
a year. 

“The roentgen is the quantit}- of radiation which, when 
all the secondary' electrons are utilized and the wall effect of 
the chamber is avoided, produces in air, under standard con- 
ditions. such a degree of conductivitv that one electrostatic 
unit of charge is measured at saturation current.” 

The roentgen is a more satisfactoiy method of expressing 
dosage than is eiythema dose. 

Biological Standards of Measnrenients.— The. basis of the 
biologic method is the erythejna dose. It is the quantitt* of 
x-rays which x\-iil produce a slight redness of the skin within 
seven days, that persists for one week, then disappears. A 
trial set-up for an ertThema dose would appear as follows; 
100 kilovolts at 2 milliamperes for 3 minutes, vsrith an 8 inch 
distance between anode and sltin. If these constants do or do 
not produce an ertuhema on sentitive areas of the sltin such 
as the flexor surface of the forearm and inner side of the 
thigh, the tune factor is varied accordingly. 

established the following rules or laws that 
should be memorirprl- = ^ 
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. The intensity of radiation varies as the square of the 
voltage. 

The Mtensity of radiation varies as the milliamperage. 

3. The intensity of radiation varies as the rime. 

4. The intensity of radiation varies inversely as the 
square of the distance.” 

Dosages 

The number of roentgens required for the erythema dose 
has not yet been determined. For all practical purposes, in 
superficial therapy vithout filtration and \rith mechan- 
ical recrificarion, 350 roentgens are considered to be about 
the equivalent of an erythema dose. If kenetron rectification 
is used, about 300 roentgens are eqm'valent to an etythema 
dose. The slight difference is due to ray quality being softer 
with kenetron rectification than when produced by mechan- 
ical recrificarion. 

It is likely that about 350 roentgens at 100 kilovolts (cham- 
ber in air) wiU become the standard for the unfiltered cr\'th- 
ema dose (mechanical recrificarion). 

I see no harm in selecting these figures as the proper ones, 
at least for the time being, as they are within the bounds of 
safety. Radiotherapists expressing intensity in roentgens v'ill 
be more nearly in uniform agreement than if erjnhema dose 
is used. A roentgen is the same in New York as in Los An- 
geles. This cannot be said for an erythema dose as there are 
too many factors that control it. 

UnfUtered radiation is used routinely for superficial der- 
matoses. Filtered radiation is used for deep-seated lesions and 
lesions of considerable volume. One hundred kilovolts, un- 
filtered. with an anode-skin distance of 8 inches is recom- 
mended. Most of the e.xtensive lesions can be radiated with 
this set-up and it is ad\Tsable because the hazard of deep 
penetration is avoided. Anode-skin distances of 12 inches or 
16 inches can be used. 

Dosage Schedules 

Most of the cutaneous diseases are treated vith one of the 
dosage schedules: 
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FractiamJ Treatment: 88 roentgens wti mechanical lecti- 
ficadon; 74 roentgens irith kenetron rectification: M ett-thema 
dose, trafilterei''is the rondne dosage for most superficial 
dermatoses. This amount can be given once a meek, but me 
roial should never exceed 1600 roentgens and should usually 

be less. , • i -c 

Subhitensive Dose: 176 roentgens vnth mechanical recofa- 

cation; 150 roentgens v.'ith kenetron rectification; V 2 eiyth- 
ema dose. Jvot to be repeated in less than three or four 
weeks. 

Intensive Dose: 350 roentgens with mechanical rectifica- 
tion; 300 roentsens -vrith kenetron recdficarion; erviheraa 
dose. Not to be repeated until the end of four weeks. 

Hyperimensive Dose: 300 to 2400 roentgens. A rest of five 
vreefe is allowed after complete disappearance of the reac- 
tion before the treatment is repeated depending upon the 
disease and the dose. 


Roentgenaahon versus Radiumaafion 
lITiether to employ roentgen rays or radium in the treat- 
ment of a cutaneous disease is a problem that confronts the 
less experienced dennaiologisr. In a general way it can be 
stared that there is little difference betu'een the biologic and 
therapeutic action of x-raj's and gamma rani's of radium. They 
are equally efficacious provided the disease lends itself to 
treatment with radiotherapy. In practice radium is preferable 
to s-rap when it is dearable to have precise localization, espe- 
cially in the mouth, nose and external auditory canal. In these 
inaccessible regions radium needles and radon are more con- 
venient. Generalized cutaneous diseases are treated more con- 
veniently and rapidly with x-izys. Time is the decidino- fac- 
tor as to the choice of x-ra^-s in the place of radium. ^ 
Another item is the question of expense. However in 
many cases, especially when the radium is oumed by ’the 
dermatologist, the e-vpense should be the same for both' This 
hardly applies when radium is rented from compani^ that 
make radium rental a butiness. Radium companies and insti- 
that tn' to impress phj^cians with the better results 
obtamed mth radium are unfair. Another objectionSle 
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practice of many radium companies is the renting of radium 
to physicians who are unfamiliar with it but -who treat an 
unrecognized disease according to directions furnished by 
mail. AVouJd these same medical men choose an untrained or 
mexperienced ph}’’sician to remove their gallbladders accord- 
ing to written instructions furnished by a surgeon.' 

A'lacKee believes that there is some difference benveen the 
results obtained with beta rays of radium and those obtained 
with x-rays and gamma rays of radium. For instance, the 
elevated type of nevns vasculosus (strav'berty mark) often 
disappears rapidly foUov'ing applications of beta rays of 
radium. 

Many authorities are in favor of employing beta rays for 
leukoplakia as they are perhaps more efficacious. Probably 
many patients vdth leukoplakia will do just as v'eU if radium 
is not used, protdded there is no evidence of malignant 
changes. Of course, patients Avith leukoplakia should be kept 
under obsert^adon. Some of the keratoses respond favorably 
to beta rays. Gamma rays are more penetrating; that is. less 
readily absorbed than x-rays of ordinaty wave length. There- 
fore, they possess an advantage in the treatment of deep- 
seated lesions. Finally the effect of radium and .x-rays is about 
the same in all other dermatoses. 

Technics Employed in fhe Commoner Diseases 

The following commoner diseases are arranged according 
to etiologic classification as much as possible: 

Diseases Caused by Pyogenic Organisms or a Secondary 
Factor— I . Acne varioliformis: x-rays, fractional method, if 
local treatment fails. ■ 

2. Acne ’I'ulgaris: .x-rays, fractional method; dermatologic 
treatment important. 

3. Carbuncle: x-rays, intensive, 350 roentgens, plus niter. 

4. Furuncle: x-rays, 8S roentgens, once or nvice a week 
for nvo weeks if required. 

5. Granuloma pyogenicum: remove vnth actual cautety 
and treat base with beta rays of radium, full strength, plus 
Yio mm. of A1 for thirt}^ minutes’ contact. 

6. Paronychia: x-rays, fractional method. 
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7. Rhinopliyiiia: x-raj-s. fractiona] method Trill caup acne- 
form lesions to disappear and lessen sebaceous acrint}.^ 

8. Rosacea: x-rays, fractional for secondary* acne lesions. 

9. Sycosis vnlsaris: x-rat's, fractional. 

Fungous Diseases.-l. Actinomycosis: x-rays or radium. 

filtration. 

2. Blastomycosis: x-raxs. 264 roentgens once erer\' three 
treehs for three or four times. 

3. Moruliasis: x-ravs. fractional to chronic paronychia 


only. 

4. Tinea barbae: x-rays, depending upon oiganism; SS 
roentgens even' tu'o to three days, four to eight exposures. 

5. TTinea capitis: determine organism by culture. X-rays, 
epilating dose, with Kienbock-Adamson method of dixiding 
s^p. Permanent cure usually \xith x-ra\-s. 

6. Faxus: x-rays to scalp; epilating dose must be a little 
larger than in tinea capitis. Permanent cure often xvith x-rax-s. 

Eczema and Denuatitis Group of Diseases.— I . Dermatitis 
xenenata: x-raxs. SS roentgens once a xxeek for a total of 
four exposures. 

2. Dermatoph%'tosis; x-raxs, 88 roentgens same as for der- 
matitis xenenata. 

3. Dermatophjtid: x-ratT as in dermatophtTosis. 

4. Infectious eczematoid dermatitis: x-raxs. fractional, 

5. Lichen chronicus circumscriptus; x-raxs. fractional. 

6. Seborrheic dermaritis; x-raxs. fractional. 

PsorLisis and Lichen Planus.— I . Psoriasis: x-ra\-s, fracdonal. 
for face and hands if other methods fail. 

2. Lichen planus: x-rat-s, fracdonal to control subjecdxe 
stmptoms. 

Pniritus.—l. Regional pruritus (anal scrotal, xulxar): 
x-rays, fracdonal method is useful. 

Diseases of the Heniatopoietic Svstetn.— X-raxs are of rem- 
poraiy value. 


1. Mycosis fungoides: x-rays, fracdonal to lesions. 

2. Leukemia cuds: x-rays, fractional. 88 roento-ens to en- 
ure c^neous surface each xreek for three monthi if needed. 

j. Hodgkins disease (cutaneous manifestations)- x-rav^ 
submtensive vdth filtration. 
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^ Tuberciilosis of the Sktn.—l. Lupus vulgaris: x-rays, sub- 
mtensive -ndth filtration. 

Tuberculosis verrucosa cutis: x-rays, subintensive witli 
filtration. 

3. Scrofuloderma: x-rays, subintensive vdth filtration. 

Ei^’^thema induratum: x-rays \tdth filtration. 

Vernicoxis L.es\ons.—\. Verruca vulgaris: x-ra 3 ’S, 350 
roentgens, can be repeated at end of five ^^'eeks; protect nor- 
mal surroundinsr sldn. 

2. Verruca plantaris: x-rays, 350 roentgens; radium. 

3. Comu: x-rays, 350 roentgens; must remove the cause. 

4. Keratosis: radium. 

MaUgiiaiit New Growths.— I . Basal cell epithelioma: 
■x-raj^s, 350 to 1400 roentgens. 

2. Prickle cell epithelioma: x-rays, 350 to 2400 roentgens, 
plus infiltration. 

RADIUM 

Types of Rays and Their Uses 

Radium emits three kinds of rays: alpha, beta and gaxitim, 
each Math its ovtl properrjL In the process of disintegration 
of the radium atom several products are formed, notably 
helium, and the pro\nsionally named radium A, radium B, 
radium C, radium D and radium E. The beta and gamma rays 
are used for therapy and both originate in neither radium 
nor radon but in the decomposition products, radium B and 
radium C. Alpha rays have no therapeutic value as they are 
readily* absorbed by a sheet of ordinary^ vriting paper or a 
sheet of rubber. Beta ray^s penetrate only’- a few millimeters of 
tissue, which limits their therapeutic value to extremely' 
superficial diseases. Deep lesions are treated vith gamma rays 
by eliminating the beta ray's with a filter to lessen the reaction 
of the superficial tissues. 

Factors Determining Method of Application 

The diickness and location of the lesion to be treated reg- 
ulate the method of radiation application. Superficial der- 
matoses require beta radiation. Lesions that are thicker but 
still superficial require the removal of the softest beta rays 
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with a filter (0.1 mm. of aluminum). Lesions that are 3 to 4 
mm. thick require a filter that 'otU give almost pure gamma 
radiation (2 mm. of brass), A recent tendency to mcreased 
screening is growing in favor -with dermatologists. Screened 
applicators require a longer period of time than tinscreened 

applicators. ■ , r c l i • 

The distance of the radium from the surface of the skm 

is increased according to the depth of the lesion to be treated. 
The increase of dismce between the radium and the lesion 
lessens the intensin' coming from the source and follows the 
law of inverse squares. 

Radium Applicators 

Radium applicators are made in four standard designs: 
mbes, needles, implants, plaques. 

Tribes of various sizes are used as containers of radium salt. 
They are used upon the surface of the skin, inserted into 
cavities or interstitialiy. The amount of radium sulfate con- 
tained in a tube ranges from 5 to 25 mg. 

Needles made of platinum are used in interstitial therapy 
or enclosed in containers and used externally. 

Implants are made of platinum, and are designed for use 
where it may be objectionable to leave a foreign body per- 
manently imbedded in tissue. 

The limited use in dermatolog}- of tubes, needles and im- 
plants makes it impossible to discuss their therapeutic uses, 
but some space must be devoted to the t\-pe of applicator 
used most frequently by dermatologists. 

Most American dermatolomsts use radium plaques. Three 
strengths of radium plaques are in use: half strength, contain- 
ing 2.5 mg. of radium per square centimeter of acth-e sur- 
face; full strength. 5 mg, per square centimeter; double 
strength. 10 mg. per square centimeter. 

One full strength plaque containing 10 mo-., of radium 
element to 2 sq. cm. (1.4 by 1.4 cm.) can be med to advan- 
tage for most condinons in dermatolosA-. Such a plaque 
should be provided with an aluminum «:teen of 0.1 to 0 ^ 
mm. thicknes to remove the soft rays, and with a brass filter 
of 2 mm. thickness to provide gamma rap. It is advisable to 
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become familiar with a few screens and know their thera- 
peutic values and limitations. Next it is necessary to know 
the ery thews dose of the radium plaque. The exposure time 
required for an erjnhema dose with a full strength plaque is 
about five minutes. Begin with an exposure time below that 
which will produce a reaction. If this does not show redness 
at the end of ten days, increase the time on the ne.xt e.xposure. 
Make these tests on your skin and several other persons. After 
the dose for the unfiltered plaque is found, then establish it 
for the aluminum filter, and last for the brass filter. 

Diseases Treated wifh Radium Plaques 

Nexnis Vasailosus—Nevos vasculosus (strawberi}^ mark) 
is a type of angioma in which good results follow radium 
treatment. It is a lesion of variable size and shape, sh'ghdy ele- 
vated, reddish, occurring on the face, neck, head, arms, al- 
though no region is exempt; it is permanent or disappears 
spontaneously, leaving white or pigmented atrophic scars. 

The effect of beta rays of radium is more successful than 
other methods of treatment, and vdthout discomfort to the 
patient. Several treatments will usually cause the lesion to 
disappear. 

A radium plaque, full strength, screened with 0.1 mm. of 
aluminum, wdth an e.xposure time of eight to ten minutes, is 
needed. Reactions should be avoided and the treatment is 
repeated at the end of ereiy five weeks until the angioma has 
disappeared. The lesions should be shielded closely. Treat- 
ment should be started early, since nevi are then more radio- 
sensitive than later in life. 

Angioma CaveTnosnm.— This lesion consists of a soft tumor 
with involvement of the deep veins. It may or may not un- 
dergo spontaneous involution, wliich is one reason for con- 
sen'ative treatment. 

Beta rays of radium are indicated in the superficial t}pe 
and the deeper lesions are treated with gamma rays of radium. 
The filtration and exposure time are similar to those for the 
strawberr}" mark, depending upon the size and depth. Again, 
treatment should be started in infancy. Large and deep- 
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seated cavernous ansiomas should be treated with gamma rays 
of radium. A full strength plaque tvith 2 mm. of brass for 
filtradon mav be used in contact three and a half ho\m. 

Basal Cell Efitfcefio7?;a.-Theoretically, the results of trpt- 
ment of basal cell epithelioma should be amilar avith radium 
and x-ray. In certain re^ons the leaons are more accessible 
to radium therapy. Radium screened to produce beta rays is 
successful for many superficial lesions. A full strength radium 
plaque screened ndth 0.1 mm. of aluminum is placed in 
contact with the lesions for thirt}- to foru'-five minutes. 
Thicker lesions, more than 2 mm., are treated with gamma 
rays. A full strength plaque screened nith 2 mm. of brass 
arid 0.1 mm. of aluminum is placed in direct contact uith 
the tumor for four to nine hoars. 

Dermatitis Papillaris Capillitii {Acne Keloid) .-This dis- 
ease. which usu^y occurs on the neck and consists of fol- 
licular papules and pustules and ends in scarlike formations, 
resembling keloids, is successfully treated tvith radium with 
good results. The technic is similar to that employed for 
keloids. 

Plantar TT'arts.— Plantar warts are successfully treated by 
various methods in some instances. Some wans are refractory 
to all known methods of treatment. A plaque can be con- 
veniently used in the treatment of plantar wans after the 
homy layer is removed. An unscreened full strength plaque 
m contact with the wan, sharply screened, is used "for fifteen 
to thinv' minutes, .Many times some of the remaininsr homy 
layer covering the wan absorbs the beta rays and riien the 
gamma rays are effective, even though a filter is omitted. 

Senile Keratoses, ^The thin lesions of senile keratosis are 
treated successfully wth beta ravs, and a full strength plaque 
screened with 0.1 mm. of aluminum can be applied'^for thirty 
mmutes. .Many superficial ones are treated nith a full strensth 
plaque, unscreened, for fifteen to eighteen minutes. 

Lenkopbkia.-yhcKee states that the first recorded in- 
nance of the treatment of leukoplakia n-ith x-ravs was bv 
Pusey m 1904. I cannot do better than to give Pusey’s treat- 
ment of leukoplakia u-hich I carried out manv tiihes from 
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1921 to 1940. Until 1930 many of the smaller areas of leuko- 
plakia were seated ttdth beta rays, as I still remember some 
of the cases in tt'hich I held the radium in contact with the 
lesion. A few were helped, at least for a time, but recurrence 
followed. Some of the patients never returned, so the results 
are not knottm. Extensive areas of leukoplalda were never 
treated with radium but were given one-half strength Do- 
bell’s solution, a favorite mouth u^ash used by Pusey for 
many diseases of the mouth. I remember cases of leukoplakia 
and s}^hihs, but he never believed that s}'philis was the cause 
of the leukoplakia. During the last ten years his atritude to- 
ward leukoplakia changed completely. It was a routine to 
keep patients wth leukoplakia under observation, if possible, 
and if signs of malignancy appeared to treat it udth radium 
or by surgical removal. I do know that leukoplakia was never 
treated with x-rays by Pusey after 1930. Pusey never shared 
with many physicians and dentists the view that leukoplakia 
was usually precancerous. He beheved that a certain number 
of patients were to have cancer of the mouth, regardless of 
the leukoplakia. 

Keloids and Hypertrophic Scars.—These conditions are 
neglected by many physicians. H}^ertropluc scars following 
injiuy are common enough to warrant a few words about 
their treatment. The differences between keloids or h)’per- 
trophic scars are not significant, as tire method of treatment 
is the same for both. Alv choice between radium and x-rays is 
determined by the factor of convenience. The results arc 
alike. Routinely for all keloids that are supcrfici.d the soft 
beta rays are eliminated noth a 0.1 mm. of aluminum. Direct 
contact with this screening requires ten to eighteen minutes 
for a full strength plaque. Gamma rays are required when 
the lesion is more than 2 mm. thick. A full strength plaque 
screened with 2 mm. of brass and 2.4 mm. of rubber is placed 
in direct contact with the h}qjertrophic scar for four to 
eight hours. 

The tv'pe, size and strength of the applicator, exposure 
time, distance from the skin, and thickness of the filter and 
its composition are important factors in the therapcuac use 
of radium. 
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Radon 

Radium and radon are chemical elements, the first being a 
solid and the second a colorless gas. Radon is like radium in 
that it has the uncontrollable property of spontaneo^ dis- 
intesrarion. Space does not permit a description of the 
lection and purification of radon. "The reader is referred to 
MacKee’s tesxbook for this and a series of tables for com- 
pnn'ncr its Strength under various conditions. 

The dermatologist finds the greatest use for radon in incer- 
sridai irradiadon.'^ Radon is usually contained in small gold 
capillarv tubes having a ti'aU thickness of 0.3 mm., length of 
4 mm., and an extern^ diameter of 0.75 mm. when prepared. 

Gold seeds (wall thickness 0.3 mm.) give ofi 91 per cent 
gamma rai.'s and 9 per cent beta rap. The gold seeds are 
inserted with a trocar. 

Radon is implanted in the tissues and left in situ. This has 
the advantage of distributing the radiarion equally to die 
lesion, provided 1 miliicurie seed is placed into 1 cc. tissue. 

If ulcerating surfaces are present the seeds are implanted near 
the edges of the growth to prevent the canying of infecdon 
deeper. The number of gold seeds required and their con- 
tents depend upon the size and depth of the growth. 

RADIOTHERAPY DAMAGE TO THE SKIN 

If radium and x-ray are used beyond the toleradon point 
of the sldn. either at one or more exposures, the cumulative 
effect results in injun' such as atrophy, telangiectasia, kera- 
tons and cancer. This occurs less frequendy now in the 
radiotherapy of cutaneous disease than it did in former years. 
Hoy ever, such injuries are on the increase following deep 
radiotherapy. They will continue because the radiotlTerapist 
Js primarily concerned nith the treatment of deeper struc- 
tmes rather than the sldn. He forgets about the intervemn<r 
ssin that tolerates only a given amount of radiarion \rlucli S 
usi^y less than the toleration of the deep-seated lesion 
Only a few diseases of the sldn require a definite ersuhe- 
matous reaction and they are the malignant conditions* The 
majonw of the diseases of the sldn seldom require a visiTle 
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reaction. A mild erj’thema produced by radiotherapy may 
result in objectionable sequelae. 

Factors Contribuling to Skin Damage 

Imtating local revieiies are never used in conjunction 
\nth radiotherapy as they may decrease the toleration of the 
sldn. The age of the patient should be considered before using 
radiotherapy as the younger patient tolerates less radiation 
than an older person. The color of the skin should be con- 
sidered, as a darker skin tolerates radiation better than a light 
sldn. Also there are variations in the skin depending upon the 
region radiated. Overlapping of the areas treated may cause 
trouble. It is a good plan to protect the normal skin with suf- 
ficient lead masks to prevent damage. A mistake that often 
causes damage is the omission of a filter vhen one vas in- 
tended, but the use of a filter is seldom indicated in most of 
the dermatoses that are treated with x-raj's. 
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That certain dermatoses are of toxic origin is well estab- 
lished. Erupdve lesions of varied character mav follow the 
ingestion of certain foods or drugs in some individuals. The 
fretjuency of drug eruptions has greatlj increased in the past 
decade with the introduction of a large number of next sx n- 
thetic drugs to the therapeutic armamentarium of the phj's- 
ician. The" coal tar derivatives, serums and sulfonamides are 
well recognired by most practitioners as bemg capable of 
producing toxic eruptions in certain persons. 


ETIOLOGY OF THE ERYTHEMA GROUP OF SKIN 
DISEASES 


In the clinic today, in addition to the aspects mentioned, 

I shall discuss toxic erupdons in their broadest aspects, in- 
cluding allusion to the broad concept of the toxic er}*thema 
group of dermatoses discussed by Osier, ^ when he stressed 
the occurrence of certain erupdons that were related to 
vascular lesions. These erupdons are sometimes associated 
with joint pains and excepdonally with effusion in and about 
the joint. In a small propordon of cases the mucous mem- 
brane of the mouth is also affected. It is verx' important that 
practidoners recognize that certain cutaneous erupdons, in 
many instances, are visible morphologic manifestations that 
are intimately related to certain underhing constitutional 
conditions. % cataloging these eruptions properly and by 
recognizing their role in visceral diseases, this risible link (in 
the skin) can be readily utilized as a diagnostic aid. With a 
full appreciation of this enlarged concept in medicine, the 
taunt of some medical pracrinoners “that dermatologr- is a 
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speciain* 'fl'ith Jong names and condidoas that are treated 
trith calamine lodon” will cease to “hold water.” 

Engman and Weiss," in an e.YceJient discussion on “The 
Erjniiema Group of Skin Disease^” said: “There undoubt- 
edly exists a close climcaJ, pathologic and edologic relation- 
ship bero'een the follotxing conditions: um’caria, emhema 
multiforme, dermatitis herpetiformis, pemphigus, purpura 
and certain tj^es of cutaneous gangrene. These so-called 
climeal enrities should probabh’’ be included in one group on 
account of the fact that various edologic factors mav cause 
the same CA'pe of these eruptions or any one edologic factor 
may cause varied tj-pes of these eruptions. It is also highly 
probable that certain t^'pes of lupus er}'thematosus dissem- 
inacus and the scarlacmiform or toxic enrhemas should be 
included,” 

They state that “we are indebted to Osier for the best 
point of view of this group of diseases, as he has shown its 
relation to general medicine, and that the cutaneous symp- 
toms are, in many cases, only a symptom of various constitu- 
tional conditions or diseases of the internal organs. However, 
attenrion had preriously been called to the apparent reladon- 
sfaip by Gilbert, Rayer, Besnier and Doyon, and others, but 
not so forcibly as in the masterly series of articles by Osier.” 

The data from Engman and fVeiss, given in Table I, on 
the etioJog)’' of the erythema group, will indicate to the 
practitioner the extent and diverse character of the edologic 
agents in the producrion of cutaneous efSorescences that 
may be dependent upon the action of no.xious agents on the 
vascular endothelium at the affected site. 

It will be seen that under the head of “Eruptions of Toxic 
Orisfin” are a vast number of cutaneous enrities. some of 
which are manifestations of the vascular injury due to food, 
micro-organisms, serums or vaccines in diseases of the vis- 
cera,^ and another group that may be due to the ingesnon or 
injection of certain drugs. The acute exanthemata are not in- 
cluded because they are characterized by such well marked 
common features as a definite course and general constitu- 
tional disturbances that they form an easily separable group 
and are well recognized by all. TTie to.xic eruptions of n bich 
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I shaU speak are those due to drugs and certain eruptions for 
-n-hich we are usually unable to ascribe a definite cause but 
which we know are caused by toxins and daerve a place in 
the sroup of toxic eruptions, e.g.. umcaria. purpura and 
enthema nodosum. 

T.ABLE 1 


Ehoiocy or the Erythem-^ Gsocp^ 


Foods 

Helimntlis 

Endocrine 

liver 

Disease of the in- Kidney 

temal organs Lungs 

I Fleuia 

Uterus 


Drugs 

Serutas |Foci.,. . 

I 

Vacdns 1 


f .\rthritis 
I Vacdnia 
I Pj-orrhea, etc. 
■( Xasal 
I Tonsil 
1 Urethra 
[XTsceral 


Internal origin 


Burns 


1 Xlicro-organisca 


j 

t 

■{ Micro-organisms 
1 


I 



1 Pregnancv 

I Hydatid ' luTOlution 

I Xerr groTrths -I Xecioris 

I 1 Radiotherapy 

1 Breakins doivn of pathological tissue 


f Tjphoid 
I Rheumatism 
I Syphilis 
i Malaria 
'l Streptococci 
] Exanthemata 
1 Other unhnOTm 
I organisms 


Diphtheria 
Tetanus 
Botulism 
■ Pbgue 
Pj'ocj-aneus 

Other urrVn nrvn 
organisms 


DRUG ERUPTIONS 


A number of eraptions are produced in susceptible persons 
b> absorption and hematogenous spread of a drag or its split 
product folloxting ing^on or injectiou of Ae dracr.^In 
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T.VBLE 2 


Mosphoiogic CiASsrrrcATTON' or Dsitg Eecphoxs, vtith Deggs 

E- , (after ilacLeod) 

£.ryil:cr;.alo:is cruplior;! 


Papular. . 

Macular and patchy. 

irorfaHlifonn 
Scarlatimform 
Ei^pJhlhc icrmalilh 


..■Vnt 5 p 3 Tine; belladonna; bismuth; cbloralarslde; 
Mpalba; cubebs; ^Id; iodides; phcnacetin, eic. 

.\nin3al serum; antip\-rine; aisenlc; belladonna; 
bismuth; bromides; chloral; chloralamide; co- 
paiba; cubebs; gold; iodides; morphine; opium: 
phenacctin; potassium chlorate; quinine; sal- 
icj-lafes; turpentine. 

..Anirnal serum; antipyiine; arsem'c; belladonna; 
copaiba; cul^bs; luminal; sulfoaal; turpentine; 
sulfanilamide. 

-Airimal serum; antipjrine; arsem’c; belhdonna; 
chloral; copaiba; cubebs; hj'oscrramus; luminal; 
opium; pOocarpine; suh'onaj; turpentine. 


Secondary' ernthrodermia Chijaarobin and derirratives and tar e-rtemaliy; 

arsenic and gold bj- injection; luminal and sul- 
fairilamide. 

t ri:cijr;al eruptions. . .Animal serum; arsenic; bromides; copaiba; cubebs; 

iodides; luminal; mercuiy; opium; pbeaacetin; 
phcnolphthalein; quinine; sahejdate of sodium; 
santonin; turpentine, etc.; sulfonamides. 

rcfi'ca/ar crupiiont. .Antimony; antipriine; arsenic; bromides; chloral; 

copaiba: gold ; iodides ; phenolphtbalein ; quinine; 
tuipentine; etc. 

Eerpdic eruptions 
(Herpes zoster or Herp^ sim- 
plex) . . -Arsenic. 


Bullous eruptions. .Antipjtine; bromides; chloral; iodides; opium; 

quinine; sab'calates; sub’anilamide; etc 

Polymorphous eruptions of the 

erilhcmo multiform^ type .Animal serum; antipriine; chloral; copaiba; cu- 

tebs; iodides; opium; potassium chlorate; etc- 
Pustuiar eruptions .Antimonr'; antipjTine; arsenic, bromides: iodides; 

opium; salicylates; turpentine. iOi these the 
most common causes are bromides and iodides-' 

.Acneform .Antipjiine; arsenic; bromides, chloral, iodides, 

opium. 

Clceratire. .Arsenic; bromides; chloral hydrate, iodides. 

Condylomatousor.Anthracoid Bromides; iodides. 

Gangrenous. .Arsenic; iodides; quinine. 

Purpuric arrd idecfiic! erapHonsJLnimal serum; antipiTine; bromides; copaiba, 

ergot; iodides, potassium chlorate; quiiune, 
s^’cjdates; sub'onal, sulfathiazole, estrogcmc 
substances. 

KercJcIic eruptions .Arsenic, bismuth. 

Pigmented eruptions .Arsenic, gold, silr er nitrate, phcnolphthalein 


some cases there appears to be an idios}*ncrasA' and small 
doses Anil produce an eruption, while in others large doses 
or administration of the drug over a prolonged penod 
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(aimviladve effect) are necessary- before the eruption ap- 
pears. The slan eruption may at tunes be the only 5)^0111 
Lt it is ako often accompanied by mucosal lesions and b\ 
constitutional ss-mptoms, e.g., headache, nausea, vomitu^ and 

Dmo eruptions most commonly involve the crunk and 
extremities and are usuallv generalized, profuse and sym- 
metrical. xtith a predilecrion'for the dependent portions of 
the body. Table 2 indicates the morphologic characteristics 
of certain drug eruptions, and enumerates some of the causal 


drugs. 


Phenolphihalein 

Some years asTo 1 satv an Indiana physician, aged fifty 
years, tvho had had recurring attacks of coin size, polychro- 
matic. ecchnnotic lesions on the trunk and extremities. After 
a very thorough “going over” by his colleagues at home and 
the finding of cloudy sinuses on the x-ray plates, they had 
decided he had ervthema muldforme trith sinus infection as 
the focus. The consulting otolarjTigologist to whom he was 
referred did not feel chat there was enough evidence of sinus 
infection to warrant radical operative aeatment of his sinuses 
and referred him to me for an opinion regarding the sldn 
lesions. 

In any case of drug erupriou wheu the index of suspicion 
of a drug as the causal agent is high, based upon one’s knowl- 
edge that a certain morphologic pictuie in the sldn is often 
due to the ingestion of certain drugs, it becomes necessarv 
for the physician to assume the rohof a detective and ques- 
tion his patient very carefully regarding the ingestion of any 
type of drug and particularly certain proprietaries. Unfor- 
tunately, many patients do not look upon pills or tablets taken 
for constipation as medicine and, since many of these proprie- 
taries contain pheuolphthaiein^ and this drug is capable of 
producing a characteristic eruption in the sldn, oL must 
check and re-check the history of drug ingestion with the 
patient. 

Upon close questioning of the patient under consideration, 
It was found that he had been in the habit of pouring phenol- 
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phthalem powder into the palm of his hand and then takin 
up these unmeasured doses “with his tongue and swallowin 
them ^s^th a draught of water. He had been doing this for 
long period of time. ^A^hen it was pointed out to him that 
the eruption he presented was compatible with that produced 
by phenolphthalein and was most probably related to drug 
ingestion rather than a focus of infection in his sinuses, he 
recalled a definite “time relation” between the cutaneous 
efflorescence and the ingestion of phenolphthalein. The erup- 
tion cleared when the phenolphthalein was discontinued. 
Later a colleague in St. Louis informed me that the patient 
had consulted him concerning a recurrence that came on 
shortly after the further ingestion of phenolphthalein for 
constipation. 

I ssTsh to re-emphasize the need for questioning and re-ques- 


tioning with great patience any individual in whom you sus- 
pect a drug eruption. This patient fulfilled the criteria for 
diagnosis of a drug eruption, viz., improvement on with- 
drawal of the drug and a flare-up or recurrence of the erup- 
tion upon the re-ingestion of the drug. 


Bromides 

A woman, aged forr}'-seven years, had been suffering with 
nervousness and insomnia for a period of weeks, for which 
she consulted a physician who prescribed a medicine inter- 
nally. She subsequently developed furunculoid nodules over 
the tibiae. Another physician was called, after the skin erup- 
tion appeared, who suspected pemphigus and asked for der- 
matologic consultation. AA’hen first seen by me the patient 
presented er)Uhematous nodular lesions on die lower e.vtrem- 
ities. AA'hen questioned about drug ingestion she stared that 
she had taken no medicine except a sedative for the past nr 
weeks. On checking this sedative we found it contained 
bromides (Syrupus bromidorum, N.F.) and the cutaneous 
eruption fitted into the picture of a bromide eruption and 
bore a definite rime relation to the previous ingestion of the 
medicament. On withdrawal of this sedative and the adminis- 
tration of fluids and sodium chloride, the eruption cleared. 


bo too tx 
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Barbslurales 

A white aged fom'-eight years, had been operated 
npon for nreteral stone. He received a barbiturate for post- 
operative insomnia and shortly aftertvards developed a gen- 
erahzed erythematous eruption, with the greatest mvolye- 
ment on the dependent portions of the body. The eruption 
promptly cleared on wiAdrawal of the drag. 

Sulfonamide Group 

The literature is full of reports of varied cutaneous erup- 
tions^’ ‘ reqd ring from the wide use of the excellent chemo- 
therapeutic agents in the sulfonamide group, and I have em- 
phasized in a recent ardde^ the need for recognizing these 
cutaneous manifestations in order to give security* in the 
prescribing of these valuable drags and prevent baneful ef- 
fects from their use bv earlv recognition of the tome mani- 
festadons. 

URTICARIA 

The erupdon known as urricaiia, or “hires,”' which is due 
to a variety' of causes, is well knotvn to all of you. The char- 
acteristic wheal, which in most instances is the only essential 
lesion, appears rapidly, may or may not be associated with 
erjthema and is usu^y associated with severe itching. The 
condition is frequently self-diagnosed by the patient, who 
will come in and say, ''Doctor, I have the ‘hives’ which I be- 
lieve are due to some stratvberries or shellfish I ate yester- 
day.” ith this histor}-, where there is a characteristic erap- 
rion and a definite time relation between the ingestion of 
some unusual article of diet and the appearance of die erup- 
tion— and in some cases associated gastro-intestinal distress— 
the diagnosis is t2sy and it is only necessarv for the physician 
to institute the proper topical and internal therapy to alle- 
viate the condition which, as a rule, promptly subsides. 

In certain chrome urticarias the problem is more compli- 
cated and bowel infection® and the emotions' must be invesri- 
^ted and ruled out as causal agents. Drugs, e.g., aspirin and 
the sulfonamides, may also be respontihle. 
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PURPURA 

Purpura is included in the broad conception of the er- 
ythema group;" it is an eruption of reddish or purplish spots 
due to multiple nodular hemorrhages into the skin or mucous 
membranes. Purpura is a physical sign and not a disease, and 
may occur in a large number of conditions as revealed by 
Table 3. ^ 

TABLE 3 

Purpura; Types anb Etiologic Factors (from Tidy, Eliglitl3’ modified) 
Primary Purpura 
Purpura simples 
Purpura rheumatica) , . , 

Henoch’s purpura /Artiintic purpuras 

Purpura hemorrhagica 
Purpura fulminans 

For details of these diseases a textbook of medicine should be consulted. 

Secondary and Symptomatic Purpura 

1. Specific infectious fevers. . .T>phus, alwnj’s. 

SmiillpoT, frequently. 

Cerebrospinal meningitis, frequently. 

Scarlet fever, in severe cases. 

Measles, in severe cases. 

Tjpboid fever, rarely. 

Other diseases, occasionally. 

2. Septic infections. Infective endocarditis, frequently. 

Septicemia. 

Pyemia. 

3. Blood diseases . . Leukemia, especially the acute form. 

.Vplastic anemia. 

Pernicious anemia, rare!}'. 

4. Toxic conditions . Snake poison; scrums. 

5. Drugs, etc.. Chloral; copaiba, quinine; belladonna; io- 

dides; nitroglycerin; neosalvarsan, rarelj- 
•Suh'onamides, occasionalK". Estrogens.^ 

6. Constitutional and cachectic 

conditions Scuray; chronic nephritis; cardnoma; tu- 

berculosis; old age. 

7. Severe jaundice from anj- cause 

S. Xen-ous diseases, rarel5- . Tabes, peripheral neuritis, hj-stena. 

9. Mechanical causes Venous stasis, due to U'ght bandages; \-an- 

cose veins; failing compensation in 
disease; on first standing up after long lU- 
ness; paroxj-sms of whooping cough or 
epileptic attack. 

10. AUergj- in relation to purpura,“ 

In evaluating the purpuras it is important to include the 
severe hemorrhagic t}’pes, acute specific fevers, drug 
or injection, scuny, infectious endocarditis, and bloo 
dyscrasias. 
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erythema nodosum 

Erythema Dodosum may occur as a definite affection with 
the appearance of subcutaneous nodules, which are usuaUy 
stTnmemcal, and distributed over the legs antenorly. The 
nodules are red and painful and may have the vaned color 
changes of a bruise and may come out in crops. They never 
ulcerate or break down, and may occur as part of the er- 
vthema group of sldn diseases.' 

Erythema nodosum-like lesions may also be produced b^ 
micro-organisms^**' and by drugs* and are occasionally seen 
in association with Ijunphogranuloma inguinale.^*^ In adults? 
the condition is commonly associated with rheumatoid pains. 
Its association with rheumatoid sjTnptoms has been discussed 
by Skiold,® who in a study of 12S adults ndth ex^Thema 
nodosum found 21 per cent who showed s}Tnptoms and signs 
of arthritis. A concomitant rheumatoid involvement of the 
heart was demonstrated in nvo patients. Erythema nodosum 
has also been described as a toxic eruption from the use of 
sulfonamides.' 

Erythema nodosum may occur, especially in children, as 
part of a toxic eruption due to the bacillus of tuberculous 
(tuberculid) , 

TUBERCULJDS 

Cutaneous tuberculosis is of great importance to practi- 
tioners as a link between dermatolog)- and general medicine. 
I wane to emphasize the importance of recognizing the 
morphologt' of skin eruptions that may be cutaneous mam- 
fesradons of a toxic reaction to a latent or manifest focus of 
tuberculosis in the system and to urge yon to make diligent 
clinical and laboratory investigation for a focus of tubercu- 
losis in any patient presenting tuberculid-like lesions. Vifiien 
tuberculosis is present, these lesions are spontaneous examples 
of Koch’s phenomenon resulting from endogenous inoeda- 
non of tile skin. Lack of time precludes my discussing in 
det^ the more than eweny-wo cutaneous entities, feed 
by Senear,” which may or may not relate to an 
tuberculosis. Their presence, at least, should make 
noner suspect the presence of a latent or manife 


underlying 
the practi- 
st focus of 
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tuberculosis until he has completely ruled it out by proper 
clinical and laborator}’' examination. 

Examples are given in Table 4 of tuberculid and other 
lesions which require differentiation. I suggest that you refer 
to any of the standard textbooks on dermatolog)’’ for a de- 
tailed discussion of these entities so that you may be familiar 
ndth their pictures. 

TABLE 4“ 


Tcbercclid axd Other Skix Lesioss Which Require DrEFEREsnAnoN' 


Lichen scrofulosorum 
Papulonecrotic tuberculids 

(a) Acnitis 

(b) FoUidis 
Eiythema induratum 
•Acne scrofulosorum 
Acne varioliformis 
Acne cachecticorum 
Sarcoids 

(а) Multiple benign sarcoids of Boeck 

(б) Subcutaneous sarcoids of Darier-Roussj’ 

(c) Eodbema induratum-like sarcoids of the ex- 

tremities 


-Lupus pernio 
Lupus erj-thematosusA" 
Lichen nitidus 
Granuloma aimulare 
Angiokeratoma (Jlibelli) 
Pitj-riasis rubra (Hebra) 
Pit>Tiasi3 rubra pilaris 
Era-thema nodosum 
Erj-thema multiforme 
Purpura 
Parapsoriasis 
Eczema scrofulosorum 


You will note that erytheim nodostmi is in the above list, 
and in children the occurrence of erythema nodosum must 
be triven particular attention since it often repr^ents a spon- 
taneous example of Koch’s phenomenon resulting’ rom en 

dogenous inoculation of the skin. i, , 

The incidence of tuberculosis in children wnth ep^^em 
nodosum is so high that some w^riters have concluded tha 
it represents active invasion of the skin by the tubercle 
or its toxin, and might be a prodromal sign of an acute tuber- 
culous septicemia and terminate m a fatal memngius. 
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SUPERFICIAL FUNGOUS INFECTIONS 

CLEVELAND J. WHITE, M.D.» 

hiiportance of Accurate Diagnosis-Tht increasingly fre- 
quent occurrence of superficial fungous infections (so-called 
“ringworm”) of the skin, e^eciaUy the eczematoid t)q)e 
of eruption of the hands, demands a more exacting diagnose 
approach because of the confusion with many other similar 
skin infections and irritations. Tlie ever-increasing number 
of vesicular and oozing eruptions of the fingers demands a 
clinical and laborator}' appraisal that is as accurate as can 
possibly be siren, not only to secure quick results from treat- 
ment but ai^ to prevent the use of overly strong pcepaxadons 
which might turn a mild dermatitis into a recalcitrant condi- 
tion requiring loi^ therapy. 

RINGWORM OF THE HANDS AND FEET: DIFFEREN- 
TIAL DIAGNOSIS AND TREATMENT 

Ringworm of Fee^ wHh Toxic Eruption on Hands 
Today we have a young man of cwenti'-one years, a college 
student who, you see, has small vesicles on the sides of the fingers 
of both hands. The3- are of three davs’ duration, and are accom- 
panied by considerable itching. Dermatologic examination reveals 
minute vesicles constituting a siTumem'ral eruption of all the 
fingers of both hands. An occasional vesicle is present on the 
palmar surfaces. Further examination reveals no other lesions on 
the body but there are present eroded areas between the toes of 
both feet, especialls' in the fourth interspaces. On quesnotiing 
the young man we find that he has had “sores” on his feet for a 
number of \-ears, especially pronounced during the hot weather 
and disappearing almost completely at other times of the year. 

Dtagnoth.—To make an accurate diagnosis it is desirable to 
take small pieces of the erode d area, p’ace them in 10 per 

Professor of Detmatologj-, Xotthv.-estero Univenitj- Jledical 
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cent potasshwi hydroxide and put in a moist Petri dish for 
at least fortj'-eight hours. Examination of these pieces of skin 
under the Iom’- po-n^er microscope reveals the hj-phae of fungi 
mch are responsible for the condition generally called 
ringv^orm.” '\'\TiiIe it is usually eas)^ to find the fungi under 
the microscope, low power, many laboratory' workers have 
recently been staining suspected tissue to confirm their 
presence and to identify the varietr. Schubert has done a 
great deal along this line and has found that the method 
of Swartz and Conant is the most practical one, the stain con- 
sisting mainly of the Pomer blue (0.25 per cent). 

Climcally and rm'croscopically, then, we have a fungous 
infection of the feet. These interdigital lesions of the feet are 
readily diagnosed clinically by’- their localization in these 
areas, where they are oftentimes accompanied by’' deep-seated 
vesicles and bullae on the plantar surfaces. It is readily ap- 
preciated that few pracririoners are e.xperienced in the labora- 
tory’- study of fungL but the simple potassium hydroxide test 
as described should be a part of a working knov’ledge of 
every physician who handles this type of case. This simple 
e.xaminarion -svill decrease the diagnostic confusion which 
arises in many of these cases, and is of particular value in the 
differenriarion of suspected industrial irritarions where tt is 
important to have an accurate diagnosis. 

The staining of cutaneous fungi for diagnostic pu^oses 
is s till in its infancy. At the present time the procedure is not 
suited to ordinary practice but I mention it to illustrate the 
fact that laboratory workers are on the alert to help the 
clinicians in diagnosis. 

The vesicular eruption on the hands of this patient is a 
toxic manifestation of an active focus of infection on the feet. 
The symmetry of the lesions on the hand and their appear- 
ance folloiving an acute exacerbation of the lesions on the 
feet make almost certain that the condition is a toxic erup- 
tion of the fingers resulting from a distant focus of acme 

ringworm infection. , 

Treatiiient.—Tht therapeutic management of this type or 
lesion -will be discussed more in detail later; suffice it to say 
at this point that the eruption on the hands should never be 
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treated -nith strong preparations of any rj'pe. Soothing 
therapy should be instituted and Ae active measures used 
upon Ae active focus m Ae feet. 

Allergic Dermaliiis of Hands and Feet Simulating Ringworm 
The patient, a voman aged twentj’-eight years, has a grouped 
vesicul^ fissured lesion orAe smali 'finger of Ae right hand and 
a. sinular lesion on Ae distal phalanx, dorsal surface of Ae third 
finger of Ae left hand. She states Aat blisters have appeared on 
the'backs of Ae toes simultaneously no A the lesions on Ae hands. 
She has never before had an eruption of this t\-pe, but states Aat 
as a baby she had “eczema” of Ae antecubital surfaces. Further- 
more, she has hay fever during Ae usual hay fever season, August 
and September, 'and states Aat she belives she is sensitive to rag- 
weed pollen Aough no skin tests have ever been performed. 

Dwg77Gr/r,— Dermatologic examination reveak an er}*A~ 
ematous vesicular fissured area on Ae tu'o fingers as men- 
tioned and similar lesions on Ae dorsum of each large toe. 
The appearance of Aese lesions immeAately suggests a fung- 
ous infection, but repeated potassium hyAoxide prepara- 
tions under Ae microscope reveal no fungi. It is well known 
Aat. unless we find the fungi on microscopic examination, a 
culture grown on Sabouraud’s meAa is seldom positive; hence, 
Ae immeAate microscopic examination is Ae most important. 
We can now see Aar Aese lesions are on the dorsa of Ae 
toes and there are no sodden areas between Ae toes and no 
deep-seated vesicles on Ae plantar surfaces. Thus, clinicallv, 
we do not have any evidence of a superficial fungous infec- 
tion. ° 

Clinicalij , Aen, this is a vericular eruption wiA ailertic 
background Aat during Ae pollen season could easily 'be 
due to Ae inhalation of a pollen to which Ae patient is sensi- 
tive. It cannot be emphasized too strongly Aat there k on 
ringu-orm basis A cases of this t)-pe. ^ no 

Treamem.-SoQxhmg therapy is mAcated and Aen a 
Aorough allergic study should be made. If Ae patient is 
found to be Aergic to active pollens, proper desentitization 
should be insnmteA 
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Contact Dermatitis (Possible Confusion with Ringworm) 

Our next patient is a man in his early forties, who works in a 
plant w'here he is in contact with oils, greases, thinners and 
lacquers. He has been doing this tj*pe of A\'ork for several years 
and has occasionally noticed a “breaking out” on his hands dur- 
ing the extremely hot spells. He states that an eruption now pres- 
ent on his fingers and hands is of ten days’ duration. This attack 
is so severe that he is unable to continue n'orking at his usual task. 

D/ug7zos/s.— Dermatologic examination reveals an oozing, 
edematous eruption on all the fingers and on the backs of the 
hands, with a few erj'thematous areas on both uTists. E.x- 
armnation elsewhere gives negative results except for the 
finding of a few interdigital scales between the toes. 

The intensit)'’ of the eruption on the hands is an almost 
certain indication that it is due to an external irritant— one that 
he probably is in contact with at his work or at home or in the 
garden. The few scaling areas between the toes clinically 
mean a mild fungous infection. It is well knoum that an ac- 
tive fungous infection between the toes occasionally lowers 
the threshold of resistance to the various contactants which 
the patient encounters. However, we have here such a severe 
swelling of the hands that this obseix'ation is probably of 
ver}’' little importance. W'e udll apply sootliing wet prepara- 
tions to afi^ord him some relief, and then study him thor- 
oughly in an effort to determine the e.xact contactants. The 
wet dressings should be made udth either 1:1000 aluminum 
subacetate solution or 1:4000 potassium permanganate solu- 
tion, if pustules are detected. Sedatives will have to be used 
to control the severe subjective s}'mptoms which accompany 
this t}'pe of eruption. The sah’cylates and bromides are the 
first choice. 

Patch Ter/r.— Obviously the patient feels that the lesions 
are due to his w'ork and this undoubtedly is the angle to be 
attacked first. We secure samples of the various possible irn- 
tants which he encounters, for the performance of the so- 
called “patch tests.” A small amount of the suspected irntant, 
in this case oil, in the strength in which the pan'ent is using it 
in his work, is placed on a small piece of cotton and applic 
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CO the patient’s bach on an area -n'hich -n-e think is 
dtin, where it is securely fastened by adhesive^ tape. If me 
patient gives a histor}' of being sensitive to adhesive tape then 

collodio'n must be used. ... 

In the presence of such a severe eruption it is Tvell to have 
the patient stay in the office for several houm, after applira- 
tion of me patch, oning to ffie possibility' of getting a positive 
reaction n’ithin a relatively short time. At the end of nventy- 
four hours the areas are examined. A positive reaction vanes 
from a nuld erythematous area in ffiose instances in which 
a mild antigen-like substance, such as feathers, has been used, 
to a large bullous eruption if me preparation is more or less 
irritating or if ffie patient is extremely sensitive to in The 
value of the patch test is immediately questioned because ffie 
preparations are placed on a part of ffie skin which is not 
subject to me environment in which the patient works. Ob- 
viouslv tve cannot place it on ffie parts which are already 
erupted for we could not detect any’’ measure of intensity' or 
any positive reaction. 

The patient in question shows a reddened area of sldn 
where the oil was placed and, consequently', we may' assume 
mat he is sensitive to this particular type of oil and ffiat this 
is me most likely' cause of, or me contributing cause to, the 
present eruption. 

In omer instances we find mat ffie patient presents no posi- 
tive patch reactions to irritants encountered in his work, 
omer things have to be considered, as a plant or vegetable 
poisoning acquired from working in the garden over me 
week-end or on a trip to me woods or a fishing expedition. 
Anomer possibility' mat must be kept in mind is that the 
lesion may' be due. not to a contactant encountered in me 
work itself, but to one of various preparations used in the 
cleansing of me hands. Many' soaps are irritating, and some 
workers even use me so-called thinners to c'eanse their hands 
when this preparation is not used in meir work at all. 

"Emotional" Dermatitis of the Rngers 

Our ne.xt patient is a man in his late forties who has had inter- 
mittent erupnons on his fingers for seven years. Dermatologic 
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exarnination reveals a number of small vesicles with an occasional 
fissure on the palmar surfaces of several of the fingers. It is an 
asymmetrical eruption and appears and disappears at inten'als. 

Diagnosis.—This type of case brings to mind immediately 
the^ possibility of a fungous infection, or so-called “dyshidro- 
sis. On further study we find that the patient has not now, 
and never has had, an eruption on his feet. There is no al- 
lergic background. The eruption appears during various sea- 
sons, which would rule out the pompholyx we see during 
the summertime. Repeated studies for fungi are negadve, so 
we can safely conclude that the dermatitis is not a primar}' 
fungous infection of the hands. Furthermore, there is no his- 
tory of contactants and, after investigation along these lines, 
we can safely rule out that possibility. Thus by elirm'nation, 
by the history and by detailed studies we can quire safely 
agree that this lesion is due to emotional factors, either of an 
exhaustion-fatigue type or just plain emotional instability due 
to financial worries, unsatisfactory home conditions, inability 
to accept responsibility, or an out-and-out neurogenous 
background. 

In this tyqje of case, much improvement can result from 
the attentions of a s}’-mpathetic neurologist. Only prepara- 
tions of a soothing nature are to be used in such a syndrome. 

Miscellaneous Infections of the Hands and Feet 

Various other types of cutaneous lesions of the hands and 
feet may be seen in our clinic today and must be considered 
in the differential diagnosis of ^ing^vorm, although they are 
seldom encountered. For instance, occasionally we see psori- 
asis, at other times lichesi plamis, rarely lupus erythematosus, 
and sometimes a secondary^ syphilid. But these lesions are not 
eczematoid; that is, they are not characterized by blisters and 
do not ooze and do not come into a differential diagnosis in 
everyday practice. If there is doubt as to the real diagnosis, 
soothing applications like wet dressings of aluminurn subacc- 
tate or a mild borated vasehne ointment can be used unti a 
more accurate appraisal is secured. 
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Type of Fungi and ExfracH 

Before discosMg detailed treatment I must mention diat 
the type of funsi seen in cutaneous lesions is changing to 
some extent. A fete years ago tee almost aln at s found Epi* 
dermophyton insmin^e, but for the past ten or tteelt e t ears 
tee have nearly dteap found the Tnchoptp,-ton interdigitale 
and oy'pseum and occasionaiiv hfoniha ibicans. In the past 
tteelee to eighteen months tee are again finding the Epider- 
mophjton inguinale. 

A fete teords might be said at this time on the diagnosac 
importance of the various biological extracts. We have used 
the poItTalent trichophytin, teluch is an extract of the eari- 
ous superficial ineading ringveorm fungi, and vtomliaun, 
tehich is an extract of the Morulia albicans, in an attempt to 
solve onr diagnostic difiiculdes. One-tenth of a cubic centi- 
meter is in)ecred intradermally in the flexor surfaces of the 
arm, and if there is a red raised area in rreenty-four hours’ 
time that is considered a positive test. \'S'e have found that 
most persons xvbo react poatively generally do hare ring- 
worm. In other cases in which there is a positive reaction, no 
fungus of any tj-pe is present superficially. It can be saJFelv 
assumed that such a patient has had a fmigous infection m 
the past or that a deeper fungous infection, such as tinea 
sj-cosis. has been present. 

Treatmenf and Prophylaxis of Ringworm 

Assuming now that a definite fungous infection of the feet 
IS present, the n,-pe of treatment varies with the acuteness of 
the eruption. If there are large vesicles and bullae, Avith con- 
tiderable ersvhemarous reaction in the center of these, the 
infection must be treated like an acute dermatitis. Wet dres;:- 
ings as already described must be used for a few davs, al- 
though I muk hasten to add that occasionally we ifiiid a 
patient who is sensitive to potassium permanganate. Rarely 
we find that the wet drestings aggravate an acute condition 
and we must resort at once to soothing dusting pon:ders and 
sootlung pastes. A powder consisting of 5 per cent boric acid 
and a per cent sodium h)-posulfite in equal parts of cornstarch 
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and zinc stearate is verj* efficacious during the day. At night, 
plain Lassar s paste can be applied to the areas that are not 
too large. The paste should be spread on gauze dressing as 
butter is spread on bread. If there is a marked toxic eruption 
on the body, such as large erj'thematous areas and obvious 
so-called mytid, a soothing lotion should be applied. One 
such lotion consisting of 10 per cent starch and 10 per cent 
zinc oxide in aqua calcis is of value in many of these cases. 
As already stated, mild sedatives must be used” at times to con- 
trol the subjective s)*mptoms of burning and itching. 

As the acute symptoms subside we encounter a whole 
encyclopedia of topical remedies for emplo}Tnent in die sub- 
acute and chronic stages. A few' are of marked benefit, espe- 
cially certain paints and our old-time Whitfield’s oiiitvievt, 
to which either sulfur or ammoniated mercun* can be added. 
An excellent paint mentioned by Pillsbur)*, which is applied 
at night, is made up of 1 per cent thjTnol and 5 per cent 
salicylic acid in 70 per cent alcohol. If the feet perspire a 
great deal an antiseptic powder can be used during the day, 
consisting of 5 per cent powdered camphor, 3 per cent sal- 
icylic acid, 10 per cent sodium bicarbonate and 20 per cent 
boric acid, in a talcum base. A'Miile a great many different 
preparations, such as ethyl iodide inhalations, copper ion- 
tophoresis. phenyl mercuric m'trate, and so on, have been on 
the market, our best results in most chronic cases come with 
the use of IThitfield's ointment or some modification of it. 

In my opinion the most important factor in management 
is accurate and proper diagnosis, or an appraisal of all the 
factors entering into the individual case. In the hands of the 
expert, fractional .r-ray therapy is at times of great help. As 
stated, the use of the biological e.xtracts has proved to be 
of very little practical importance. 

In the prophylaxis of ringworm sodium hj-pochlorite foot 
baths have proved effective in some instances. The patient, to 
prevent recurrences, must use the prescribed ointment or 
other preparation not only benveen the toes but around the 
nail edges, in order to kill the fungi which may lurk there 
and pro\tide possible foci of infection. 
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OTHER SUPERFICIAL FUNGOUS INFECTIONS 

IITiile the superficial funsous infections, or so-called ring- 
%Tonn, of the hands and feet are the most common togo^ 
infections of the skin, vrt occasionally find these fungi invad- 
ing other parts of the bodj% and tve have representanve cases 
today of these various types of infection. 

Tinea Cruris (Marginahim) 

A young nmn. t\vent\- years- of age, presents an er)-theinatous 
marcrinated eruption on each sde of the groin of several weeks 
duration. It is intensely pruriric and, according to the patient, it 
has extended very rapidly in the last few days. On examination 
we find a slishtlv elevated, marginated, erj'thematons, ^Tnnietrical 
eruption in the crural area. Examination of the other parts of the 
body reveals scaling, fissuring areas between the toes. 

DugnonV.— Clinically, then, we have here a t\-pical case of 
tinea marginatum, often referred to as “jock-strap itch.” 
IITiile the appearance is t\-pical, we can take scrapings for 
microscopic examination to confirm this clinical impression. 
As stated previously, the man in general practice is often- 
times unable to perform these laboraton- procedures and 
ordinarily the clinical diagnosis is so tj-pical that further lab- 
oratorv' procedures are unnecessary. Occasionally we find this 
same u-pe of eruption in the axillae and at other times in the 
mtermammarx' areas. I'S'Tien it involves the latter region we 
have to consider the possibility' of a seborrheic dermatitis and 
occasionally psoriasis. 

It is interesting to note that the present eruption is due to 
the EpidermophiTon inguinale. This type of ringworm has 
been so rare in the past fifteen years that we have had diffi- 
culty^ in finding one case a year to show the medical students, 
but it has become very- common in the past few months. 

'TTestiiient. ^We can safely use the same preparations that 
are used for ringyvorm of the feet, but in about one-third the 
^ength. As already stated, Whnfield’s ointment in modified 
form IS one of our best ointments. In addidon, the dusting 
po'JtdeTs have been of great aid to us. ° 
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Moniliasis or Thrush 

Occasionally -nre see the intertriginous areas of the inter- 
mamma^ and asiUaiy regions infected by Mordlia albicans, 
a } eastlike fungus of the thrush group. Here, of course, 
there is no involvement of the intertriginous regions of the 
feet, and in obese persons the possibilitj’- of glycosuria has to 
be entertained. 

In the management, these particular infections respond 
much better to the orgamc dyes, as 5 per cent aqueous solu- 
tion of gentian violet. In the acute phases the use of isei 
dressings, emplo^-lng 10 per cent tannic acid, is especially 
efficacious. 

Onychomycosis or Ringworm of Nails 

Our nest patient presents a disease of the fingemaik of six- 
teen months’ duration. She states that she first noticed some dis- 
coloration of the third finger of the left hand, and gradualh’ it 
has involved practically all the other fingernails in astunmetric^ 
progression. As we look at the nails we see that they are dis- 
colored in various gradations of black and brownish-black hues, 
and certain ones have the distal portions distinctly elevated. 
Distal to this elevation is a powderj- debris from which we can 
take a scraping, tvhich we e.tamine imder the low power nu’cuo- 
scope. Fungi are seen, so clinically and microscopically this is a 
tvpical ringtvorm of the nails, termed onychia niycosis. 

Differential Diagnosis.— Distal elevarion of the nails m’th a 
powdery debris is rj-pical of a fungous infection; the offend- 
ing organism is usually the Trichophtnon gtpseum. In this 
t}~p£ of svndrome the microscopic examination is of great 
importance, because psoriasis can oftentimes involve the nails 
and occasionally only the nails. The psoriatic nail is mam- 
fested either by a stippling, subungual opaqueness or by ex- 
tensive erosion. .Marshall Crawford of Boston has recenth 
analxxed a large series of cases of psoriasis and finds that nail 
lesions were present in about half. Ocher nail dv^rasias 
which have to be differentiated are the eczematous changes, 
the pyodermas, the onycholyses as v.yU as inflammaror} 
onychias and paronychias due to ocher infecrions. 
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After the ^agoosis is definitely e^blished p 
rinsworm of the nail, treatment is usually satisfactory- m 
about three to four months’ nine. Local conserranve 
ures consist first of the daily removal of ail infected matenals 
by scrapins. After each seraph^ an ointment is applied, con- 
SBting of 10 per cent ammoniated mercury' or 15 per cent 
sulfur precipitate in double-strength ^^^tfield’s ointment, 
Occasionaliv a 5 per cent cinnabar preparation is ven* 
efficacious. Fractional x-ray therapy is of decided value in 
most cases. Surgical avulsion of the infected nails is never in- 
dicated because” recurrence of the infection invariably foUorrs 
this painful and debilitating procedure. In the occasional case 
in -which the infection is due to the favus organism, treat- 
ment is very prolonged and somethnes ineffectual. These 
cases are very rare in the United States and Canada. 

Ring-i^oiTn of fhe Scalp 

Our nest patitut is a boy eight years old who presents areas 
of alopecia on his scalp -u'hich his mother states are of two 
month's duradou. As we esanune the scalp superficially we see 
numerous areas with loss of hair, varying from a quarter of an 
inch to an inch in diameter. As we examine more closely we see 
no complete areas of alopecia, there be'mg short stubs of hair 
here and there. Furthermore, numerous hair follicles in these 
patches have an erythematons zone around the hair root, through 
which a small pustule is protruding. In short, we are dealing -with 
an inSammatory erupdon, with loss of hair in a youngster below 
the age of pnbem'. Clinjcally diis almost clinches the diagnosis 
of ringworm infecdon. “ 


Di-fjerential Dkgnosis.-ln the differential diagnosis we 
have to tlunk of alopecia areata and. in older people, of the 
rare cases of foUiczilim decalvam. If one of the hairs is ab- 
stracted and placed in 40 per cent potassium hydroxide, we 
svdl find the fungi of the trichophyton group. In cases in 
which there IS loss of scalp hair with a mild scaling eruption, 
men we yill find hberosporon audouini, or the smali-spored 
human rmgworm. ^ 

It is interesting to mention here that tissues affected -with 
hingL and some other su’ostances as well, give rise to a char- 
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acceristic fluorescent appearance -u-hen exposed to a beam of 
ultraviolet ray. An inexpensive glass filter, called the "Wood 
filter, has been devised by Leuds and Hopper in this countn'. 
However, in ordinarj* practice these fine methods of diag- 
nosis are unavailable and we must depend usually on the clin- 
ical appearance. Occasionally the trichoph}'ton invades the 
beard, forming large pustular nodules, so-called tinea barbae. 
However, in tliis day of “streambned” appearance the old- 
fashioned beard has disappeared, and consequently these 


eruptions are very seldom seen. 

Treattnetit.—'The choice of treatment lies between the use ot 
local parasiticidal preparations and .v-ray in sufficient doses to 
produce epilation of the hair. The latter method has 
into disuse owing to the possibility of errors in technic v ic 
produce a permanent alopecia. If epilation is necessan, 
manual removal is the method now advised. The use o 
thaUiwn acetate orally to produce epilation is not advisable 
because of the possibility' of serious constitutional reacnon. 

Topical applications are usually very^ efficacious, a 20 per 
cent sulfur ointment in petrolatum or a combinanon, 
as 1 per cent each of iodine crystals, thymol and oil or 
cinnamon, being employed. An occasional ri^g^vo^m o t 
scalp is caused bv the favus organism. This is exffcme \ 
sistant to all fonus of treatment. Ringworm of the scalp 
adults is practicallv unknown, although nvo cases v er 
served in the practice of Dr. Earl D. Osborne a number o 
vears a^o. CoLquently, in the clinicd diagnosis nn^ 
of the scalp usuallv need not be considered in older paue 
unless they are in contact with livestock which may be 


infected. 
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CUTANEOUS DISEASES IN INFANTS AND CHILDREN 


THEODORE CORNBLEET, M.D.* 


Somebody has said than the child is not mere!}' a small 
person, but one Yrith functioos, capacities and attribute that 
differ in manv respects from those of adults. His inetabolistn 
of protein and some minerals is somewhat different. His 
endocrinai make-up is different-, his nervous and ph}^c^ re- 
acdons in certain respects are different-, and his skin is differ- 
ent The latter is apt to he drier, to have hair less developed, 
to contain less pigment, to be thinner and finer in texture; 
and to have differences in secretion, as shown br the ample 
test of odor. The chemical make-up of bis skin is different, 
as shown in its sodium-pocassimn ratio and water concent. 
The response of the chUd's slda to irritants is somewhat 
different, tending toward veacular reactions, whereas those 
of adults tend to be papular, lichenified and drier. 

Because of all these differences, it is not surprising that 
certain sidn diseases, such as hydroa aestivale, should occur 
characteristically in children. Some, as lupus vnigaris. often 
begin in childhood and having gained a foothold continue 
on into life. Still others, such as nevx snd xeroderma pig- 
mentosum. only seem to be characteristic of childhood, be- 
cause they are either congenital and when seen later in life 
are taken for granted, or because they destrov the individual 
and so are not seen later. Of the substantiai group of skin 
diseases which may be properly thought of m relation to 
children, space permits conaderarion of only several of them. 


UCHEN URTJCATUS 


Lichen urticams is also knotvn as papular urticaria of 
childhood, though it is not entirely confined .to children. 


. , * Professor of Dematologv, Usweratv of mbofr CoHe<.e of 

Dernurologts:, Cook Corm^v'and .Monnt Sinai THos- 


163 



162 


CLEraLAKD J. WHITE 


acteiistic fluorescent appearance when exposed to a beam of 
ultraviolet ray. An inexpensive glass filter, called the AA'ood 
filter, has been devised by Lewis and Hopper in this couno}'. 
However, in ordinarj’’ practice these fine methods of diag- 
nosis are unavailable and we must depend usually on the clin- 
ical appearance. Occasionally the trichophyton invades the 
beard, forming large pustular nodules, so-called tinea knhte. 
However, in tliis day of “streamlined” appearance the old- 
fashioned beard has disappeared, and consequently these 
eruptions are very seldom seen. , 

Treatjnent.—T\\e. choice of treatment lies benveen the use o 
local parasiticidal preparations and x-ray in sufficient doses to 
produce epilation of the hair. The latter method has fa en 
into disuse oudng to the possibih’t)- of errors in technic iv ic 
produce a permanent alopecia. If epilation is necessar). 
manual removal is the method now advised. 
thallhan acetate orally to produce epilation is not ad\^ 
because of the possibHit)'- of serious constitudonal reacuon. 

Topical applications are usually xery efficacious, a 20 pe 
cent sulfur ointment in petrolatum or a combinanon, 
as 1 per cent each of iodine cr}^stals, thjmol and oU 
cirmamon, being employed. An occasional ringt' orm o ^ 
scalp is caused by the fat-us orgam’sm. This is exueme > 
sistant to aU forms of treatment. Ringworm of the scatp u 
adults is practically unknonm, although two cases , 

sen-ed in the practice of Dr. Earl D. Osborne a number ot 
years ago. Consequently, m the climcal dia^osis, ^ 

of the scalp usually need not be considered in o e p 
unless they are in contact with livestock which ma) 

infected. 
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Somebody has said that the child is not mereh* a small 
person, but one Y-ith funcrions, capacities and attributes that 
differ in many respects from those of adults. His metabohstn 
of protein and some minerals is somenhac different. His 
endocrinal mahe-up is different; his nerrous and ph)^c^ re- 
actions in certain respects are different; and his skin is differ- 
ent. The latter is apt to be drier, to have hair less developed, 
to contain less pigment, to be thinner and finer in testure; 
and to have differences in secretion, as shown by the simple 
test of odor. The chemical make-up of his skin is different, 
as shown in its sodimn-potassiam ratio and water content. 
The response of the child’s skin to irritants is somewhat 
different, tending toward vesicular reactions, whereas those 
of adults tend to be papular, lichenified and drier. 

Because of all these differences, it is not surprising that 
certain sldn diseases, such as hydroa aestivale, should occur 
characteristically in children. Some, as lupus vulgaris, often 
begin in childhood and having gained a foothold continue 
on into life. Soil others, such as nevi and xeroderma pig- 
mentosum, only seem to be characteristic of childhood, be- 
cause they are either congenital and when seen later in life 
are taken for granted, or because thev destroy the individual 
and so are not seen later. Of the substanrial group of skin 
hseases which may be properly thought of in relatioa to 
children, space permits consideration of only several of them. 


LICHEN URTICATUS 

Lichen umcatus is also known as papular urticaria of 
childhood, though it Is not entirely confined .to children. 


• Ayoawe Profess^ of Dermatologv, UiuTersiw of Ulinois College of 
M^Dne; Attending Dertiutologist, Cook Conaty'and .Mount Sinai Hos- 
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Urticaria is a form of allerg}* but the pathogenesis of lichen 
urticatus is unkno'mi. Both display M'heals at some time. 

The lesions appear slowly in crops. A^Tien the ph3'sician 
fir^ sees the patient there are already present fully evolved 
lesions. These are relatively hard, conical, discrete papules 
of flesh color or pinkish to reddish. Thej’- often appear puffy 
at the base, indicating their relation to wheals. These wheal- 
like lesions may be seen in pure form, at times interspersed 
amongst the other more numerous lesions, and are apparent 
especially at night. The papules evolve from v'heals after 
the urticarial element disappears wholly or in part. Man}' of 
the lesions are excoriated and are capped by blood crusts. 
Excoriarions appear at apparentl}'^ unini'olved sites too, to- 
gether "with evidence of secondar}' infections vith p}'Ogens. 
In many cases the papules are dug- out so that healing is 
followed by the formation of pitted scars. Rarely vesicles may 
be present, especially’- at the tips of the papules. In time some 
pigmentation develops at the favored sites, but there is no 
tendency- to thickening of the sldn or lichenificadon. 

The extensor surfaces of both upper and lower extremi- 
ties, the sacral region and buttocks, and the shoulders are 
favored. The face, too, is commonly’- involved and to a lesser 
extent the trunk. The lesions are sparse, though the number 
present varies considerably'. The mucous membranes are not 
involved. The course is chrome over a number of years and 
cy’-clical, exacerbating or recurring in the summer. During tbe 
active period there are smaller cycles of special acavity' fol- 
lowed bv partial relief. A single lesion takes from ten dass 
to three weeks from onset to subsidence. Itching is intense 
and brings the parient to the phy'sician for relief. As a result 
of the distress there may- be sleeplessness and nen'ousness. 
poor appetite, thinness and anemia. 

Etiology 

Investigations have not substantiated presumptions that 
there are food or en-vironmental allergens responsible for t je 
disorder. The subjects, usually children, are mostly of the 
nen-ous, tense type and come from the lower half of cco 
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DOHUC clases. A. few exceptions to this occur. I^mtional 
deficiencies have been searched for. but not found. Ibis xnew 
was prompted by finding that patients often improve spon- 
taneously when removed from their old environments to a 
hospital.' Food brought from home did not retard such im- 
provement, Some have felt that dust and dirt may he respons- 
ible for the malady, but this is not nidely accepted. Intoxica- 
tions and infestaaons by insects have i&en-ise been blamed. 
No known cause has been demonstrated with certainn-. 

Differential Diagnosis 

Lichen urticatus is most frequently confused with scabies. 
Both itch intenselv, though the latter asserts itself more at 
night. Scabies is highly contagious and appears in ocher 
cluldren and members of the fa^y. It does nor involve the 
face, except in j'otmg infants. Scabies affects the finger webs 
and male genitalia and has the distincnve linear burrou'S. 
Lichen urticatus usually has no vesicles and has the charac- 
teristic conical, discrete papules. 

Fnirjgo has been confused with lichen urticatus but is much 
rarer in this comtry. It, too, affects e.xtensor surfaces and 
is highly pruritic but is not seasonal in the war that lichen 
utticatus is. Prurigo develops after some time, causes thicken- 
ii^ and lichenification and increase of pigmentation in the 

An early case of lichen urticatus often mimics insect bites, 
especially when some of the lesions are wheals. The puncta 
of wheals from insect bites cannot always be readily dis- 
tinguished from the excoriated wheals in lichen urticatus. 
Insect bites are not apt to be as svmmetricallv disposed as 
are the lesions of lichen urdcanis. Nonetheless, 'in some cases 
It is necessarx' to observe the patient a while before it is 
possible to c^^guish benveen these two entities. 

Ec^eina is likely to be moist and to produce crustino- at 
^es and in chronic stares lichenified patches develop, 
fiexots are involved more thaa the extensor surfaces The 
seasonal variations are nor as marked as the cvdes of lichen 
umcarus. 
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Urticaria is a form of allergy but the pathogenesis of lichen 
urticatus is unknown. Both display wheals at some time. 

The lesions appear slowly in crops. When the physician 
first sees the patient there are already present fully evolved 
lesions. These are relatively hard, conical, discrete papules 
of flesh color or pinkish to reddish. They often appear puffy 
at the base, indicating their relation to wheals. These wheal- 
like lesions may be seen in pure form, at times interspersed 
amongst the other more numerous lesions, and are apparent 
especially at night. The papules evolve from wheals after 
the urticarial element disappears wholly or in part. Many of 
the lesions are excoriated and are capped by blood crusts. 
Excoriations appear at apparently uninvolved sites too, to- 
gether with evidence of secondary infections with pyogens. 
In many cases the papules are dug out so that healing is 
followed by the formation of pitted scars. Rarely vesicles may 
be present, especially at the tips of the papules. In time some 
pigmentation develops at the favored sites, but there is no 
tendency to thickening of the skin or lichenification. 

The extensor surfaces of both upper and lower extremi- 
ties, the sacral region and buttocks, and the shoulders are 
favored. The face, too, is commonly involved and to a lesser 
extent the trunk. The lesions are sparse, though the number 
present varies considerably. The mucous membranes are not 
involved. The course is chronic over a number of years and 
cyclical, exacerbating or recurring in the summer. During the 
active period there are smaller cycles of special activity fol- 
lowed by partial relief. A single lesion takes from ten days 
to three weeks from onset to subsidence. Itching is intense 
and brings the patient to the physician for relief. As a result 
of the distress there may be sleeplessness and nenmusness, 
poor appetite, thinness and anemia. 

Efiology 

Investigations have not substantiated presumptions that 
there are food or environmental allergens responsible for t le 
disorder. The subjects, usually children, are mostly of the 
nenmus, tense t)T)e and come from the lower half of eco- 
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Extern-U. AGEsrs.-ColIoidal baths of starch and soda are 
helpful and appreciated. They are best used before bed^e 
and are an aid in improving sleep and relieving itcMg. Ine 
water for the bath is drawn as usual for quanuty and teinper- 
ature. For a full size bath, dissolve first one teacup of soium 
bicarbonate. No solid, undissolved particles should remain at 
the bottom of the tub as these irritate. Then two cups of corn- 
starch or of LInit are mixed thoroughly ivith hot water in a 
kettle, and this is poured into the bath. The starch element 
may be prepared by boiling two cups of oatmeal in a double 
boiler until thoroughly cooked and then enclosing in a cloth 
bag which is placed in the bath. 

Lotions are better than salves, especially smce lichen urtic- 
atus is a warm weather disease. Phenol 1 to 2 per cent, 
menthol 0.5 to 1 per cent or camphor chloral 1 to 2 per 
cent may be incorporated in calamine lotion to combat pru- 
ritus. Siil better for this purpose is the inclusion in the lotion 
of coal tar solution or liquor carbonis detergens in a 3 to 10 
per cent strength. The prolonged use of the baths and lo- 
tions dr}' the skin. Some patients apparentl}' are not incon- 
venienced by this but others complain about it or develop 
more itching on its accoimt. If the effect of this lotion then 
becomes too drjTng, olive oil may be added in equal quantity 
to the lotion, or glycerin may be incorporated in the lotion 
in 10 to 20 per cent strength. 

A few individuals appreciate ointments more than lotions, 
though the ointment should have some powder in it. Starch 
and zinc oxide alone or combined to a total of from 10 to 25 
per cent may be added to the petrolatum base. With this may 
be incotyorated from 3 to 6 per cent crude coal tar. Fresh 
applications of lotion or ointment should be preceded by 
gentle cleansing tvith mineral or olive oil to prevent the 
irritation from caking of older applications. 

A-Titipniritic poivdets may be well borne. A favorite is 
Anderson’s, of which there are several modifications. An ex- 
ample of one of these is camphor 6 per cent in equal parts 
of zmc oxide, zinc stearate and talcum. ^ 

Pyogenic complications should be cared for as indicated 
under impetigo. 

6 
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Treatment 

The treatment of lichen urticatus has not met 'nidi spec- 
tacular success. In severe and stubborn cases it is helpful to 
remove the child temporarily' to the hospital until the lesions 
and itching subside and the child has had a chance to recuper- 
ate from the effects of restless sleep. The child's room should 
be bare of objects that collect dust. The surroundings of the 
child should be quiet and peaceful, and he should not be 
e.verted or expected to participate in comperitive exercises or 
play. Individual articles of the diet are not knovn to ag- 
gravate hchen urticatus. 

IxTEitN'.VL AIedic-Vnients.— Internal medicarion is depended 
upon in a large measure. A short course of arsenic in the 
form of Fo-ivlefs solution may be helpful. The dose is from 
one to three drops three times a day, given not longer than 
three vreeks. Quinine, too, may be given for its tonic effects. 
Bromides are valuable in soothing increased tension and rest- 
lessness. The well-knotvn frequency tvith tvhich eruptions 
follow their use should be kept in mind and possible compli- 
cations xvatched for. 

Calcium is of benefit. It should be given in large doses: the 
lactate in teaspoonful doses twice a day, half an hour before 
meals. More palatable forms of calcium may be given, such 
as Calcilact in teaspoonful doses run and three times a day. 

It is more practical to give calcium by mouth at regular 
intervals in order to get a more even rise of calcium blood 
level. Injections at longer intervals do not acliieve this. Cal- 
cium metaboh'sm may also be inffuenced by the gi^g of 
parathyroid extract; three to six minims may be given three 
times a "week hjqjodermically. The combinarion of calcium 
by mouth and parathyroid extract is helpful or curative in 
about 70 per cent of cases. It should be tried for three weeks 
before being discarded. 

Liner extract given by injections is helpful in some cases; 

1 to 2 cc. of the one anti-anemic tmit to the cubic centimeter 
may be given every* other day^ 

Vitamin B complex may’- be tried. Brewers )-east tablets 
are a convenient way to administer this, nvo to ten tablets 
a day being given. 
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parendy following in its incidence the degree of temperature 
ffld humidit}-. Impetigo is often a complicauon of some itch- 
in^ dermatosis, where scratching moculates the_ pyococci. 
The most common preceding disorders are the mfestanons 
of scabies and pediculosis, especially of the scalp, every 
case of impetigo it is necessar}’^ to determine whether some 
cause for itching preceded the impetigo. 

Differenttal Diagnosis 

Impetigo of small proportions on the face mat be con- 
fused with herpes si7i!phx\ The latter is usually on or near 
mucocutaneous functions, has deeper vesicles which do not 
rupture easily and are grouped. Herpetic lesions may be sec- 
ondarily infected and become impetiginized and this propa- 
gates itself to new sites. 

Vesiciilar eczeim may at rimes be mistaken for impetigo, 
but is apt to be present a much longer time than is impetigo 
and is more indurated. It is more symmetrically distributed 
and usualiy itches more. The crusts of impetigo are made of 
elements about fingernail size and more superficial in char- 
acter. Eczema is apt to produce patches, whereas impetigo 
elements are irregularly disseminated. 

Parmtic sycosis develops nodes and nodules, ^ving an ir- 
regular undulating surface to the beard, especially below’- the 
mandibles, Qoccigemc sycosis has small pukules displayed at 
the sites of hairs. These elementar}- lesions may coalesce to 
form patches that simulate impetigo crusts:, but outlj-ing dis- 
crete lesions will help in malai^'the diagnosis. 

Other disorders to differentiate are pexnphiffis vulgaris, 
which often imitates impetigo initially, and crust-forming 
dnig eniptiom, such as those'^from bromides. 

Treahnent 

Isohno-n of victims should be the first procedure. In insti- 
tutions w^here epidemics appear and especially in obstetrical 
wards, strictest measures to accomplish this should be taken 
e^ly. Attention should be paid to the possibilitj' of spread 
through common use of mediate objects. 

In a few- patients with widespread eruptions there may be 
mild to moderate constitntional changes which require syvzp- 
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With some care lichen urticatus can be ameliorated or 
cleared entirely. In time most subjects are freed of their 
eruptions, though the physician should not promise cures 
Muthin definite periods. 

impetigo contagiosa 

As the name implies, this is a highly contagious disease due 
to pyogenic organisms and affects children more often than 
adults. The exposed parts— face, ears, neck, hands and fore- 
arms— are the ones commonly involved, but any part of the 
skin may be affected. In rare instances it affects ffe mucous 
surfaces of parts opening onto the sldn. Its first manifesta- 
tion is a reddish spot which quickly goes on to vesiculadon 
or bullous formation and later still die lesions contain pus. 
At the latter stage the surrounding skin develops a red areola. 
The blisters or pustules break easily and discharge a gummy 
material which dries into crusts. These latter are honey- 
colored, superficial, thick, and easily removed from their 
bases, sometimes turned up slighdy at their edges. They give 
the appearance of having been stuck on like bits of clay 
against a brick wall. The bases below the crusts are moist, 
red spots that exude a ifiscid material and are sharply outlined. 

Healing of individual lesions takes several days, though it 
may be longer. The crusts drop off, leaving pinkish sequelae, 
sometimes with some pigment. This fades out in time. There 
is no scarring, except rarely with debility or improper treat- 
ment. Lesions appear at new and old sites irregularly so that 
a composite of various stages of evolution may be seen. 
Besides this, excoriarions may be seen in amounts depending 
upon the degree of itching. This varies from the trivial to 
moderate, and rarely is severe. 

Biology 

The cause of impetigo is cutaneous infection with either 
staphylococci or streptococci or both. Children arc affected 
more often because of their more intimate contacts while at 
play, though adults are affected fairly frequently. The barber 
shop is said be a common source of infecrion for the latter. 
Obstetrical wards and children’s insriturions may suffer from 
epidemics. The disease is most prevalent in the summer, ap- 
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Stricdon. The combinadoa of mercimals for wet dre^gs, 
ointment, dusting powder and baths are quite efficient, l he) 
should not be preceded or followed by the use of mp/r or 
iodwe on the sldn. Cinmbsr, a chemical combination of mer- 
cur>- and sulfur, may be used with sulfur. Colloidal calojnei, 

5 to 10 per cent in ointment form, is efficient in erafficating 
the lesions of impet^o. 

Many obsetYers bdieve that at the present time the use of 
ammoniated mercuiy is not attended with as much success 
as it was formerly. For this reason it becomes doublj* neces- 
sarj' to have other agents to substitute for it. Sulfur in 2 to 10 
per cent salve is an efficient remedy. This is especially helpful 
in imperigmized scabies. The dyes axe good, in dispensary’ 
practice ^eciallv. The best of these is gentian violet in 2 
per cent aqueous solution. If it is used for some time, it 
mav irritate, so that a 0.5 to 1 per cent solution may be con- 
tinued. Ocher members of this group are methylene blue and 
brilliant green. The crust should firk be removed before ap- 
plving tlie dye, such as gentian violet, which dries the secre- 
tions as well as inhibits the gram positive cocci. 

The use of silver nitrate solution as a wet dresting and as 
a paint causes prompt improvement of the lesions and is cur- 
ative. For the wet drestings 0.5 per cent aqueous solution re- 
duces the amount of exudate and painting the bases of the 
lesions with 5 to 10 per cent solution dries them and is fol- 
lowed by rapid epithelization. 

Occlusive dressings often are curative, A model for this 
purpose which has been used a good deal is metaphen 1:500 
in collodion. It is applied in thm layers over the lesions in 
successive layers several times a day. 'in some cases, however, 
pus continues to collect beneath and undermines them. In a 
few cases ffiese occlusive dressings are irritating and have to 
be discontinued. 

Chhrhydroxy quinoline in combination ntith benzoyl per- 
oxide is an extremely efficient remedy. It is difficult to pre- 
pare but a good proprietary- ointment that incorporates them 
IS called Quinolar Compound Ointment. It may be applied 
two to three rimes a day. As with the use of 'other Sents 
quicker action is obtained when the crusts are first removed 
uy prehminary- softening vrith a wet dressing. 
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tovmtic treatment. This applies particularly to infants in 
whom impetigo is a serious disease and sometimes fatal. The 
same may be said for the rare case that develops nephritis 
as a complication from this infection. 

It is questionable if in the average case the oral use of the 
sulfonamides is justifiable in a simple, fairly easily cured &- 
order such as impetigo generally is. In certain debilitated in- 
dividuals or infants, sulfathiazole should be the sulfonamide 
given. Some have recommended sulfanilamide as more effica- 
cious than sulfathiazole. This probably depends upon whether 
streptococci are the dominant organisms in the presentmg 


lesions. u i l 

Loom. A'Ieasures.— Othentnse impetigo is treated by local 

measures and in almost all cases this is all that is needed. 
all make use of antiseptics for destroying the contagion. The 
agent universally used, the one that has stood the test of time, 
is anrmoniated mercury. This is applied in ointment form, 
usually in a petrolatum base, in 2 to 10 per cent strengt . 
Before appljdng the salve, the crusts should be removed by 
the use of wet dressings. Saturated boric acid solution or a 
1:5000 aqueous solution of mercury’^ bichloride apphed as ve^ 
dressunrs soften the crusts and they can then be gen ) 
brushed off or picked off \^nth forceps. A^Ten the cr^ts ar 
off the ointment is rubbed into the bases, vnth^ special atce - 
tion paid to the undermined edges of epidermis at the m 
crins. Continuous use of the ointment softens any crusts 
reform so they may be readily removed, 
be watched for and treated as they form. A word of = 
should be given to the patient to expect 
for a few days after commencmg treatment. Sites near m 

presenting lesions should be anointed fd. 

Talve to *e actual lesions. This helps to * ,"^Pf ,he 

If circumstances forbid the use of an 
day, a calomel pov:der in 10 per cent be 

porated in equal parts of zinc stearate and talcum y 
^bstituted. In mdespread infections, J 

chloride in 1:10,000 strength days, 

not be used more than free from this re- 

'Potcissiiivj penwvgavate baths 1*1 > 
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smooth but the surface thickens into a sort of corrugated 
and folded membrane. This is dr>' and cracky espo^ a red 
base through the fissures \rhich run crossmse to me length 
of die lips in sometvhat parallel lines. In time the surface 
rams to some shade of gT3}'ish-bromi. The leaons feel on 
and may hare a burning sensarion and induce repeated lick- 
ing of die surface. At dmes the lips are tender and rrith fissur- 
ins there mar be pain. Subjective simptoms, however, are 
alwai-s mild or trifling. Lvmphangids or enlargement of drain- 
in^h'inph elands do not follow, nor does the infecdon spread 
ccTthe neighboring skin or mucous membrane beyond a nar- 
row f rine^ - Heaficg' occurs, learing an opalescent surface 
which then assumes the normal color of the lips. There is no 
scarring or atrophy. 

EHology 

Infection with a species of yeast, the Moniiia albicans, 
causes most cases of perl^he. The bacteria present are of 
difierent kinds, especi^y streptococci, which older authors 
felt caused some or all the cases. In old age or in persons 
who wear too low dentures so that a fold of skin forms 
tunning out from the comers of the mouth, persistent per- 
leche or perlrche-like lesions may form. In some malnour- 
ished persons perleche-like lesions mav form and these 
changes have been traced to insufficient vitamin or ribo- 
flavin in the diet. CWldren are the most common subjects for 
ffie ordinari' varien,-. There may be epidemics, especially in 
institurions for children. 

DifferenHal Diagnosis 

Perleche needs to be distinguished from mucous patches 
and spin papules of syphilis. In mucous patches there are ero- 
aons and these hed rapidly and shift about. Darkfield exam- 
ination may help in the diagnoas. In some instances it may 
be impo^ble to tell one kind of lerion from the other hot 
observation of the entire individual and serum tests will show 
that sj-plulis is present or absent. Yeasts may be present as 
saprophytes m lesions of the folds due to other causes. Their 
presence in small numbers does not rule out sj'phiiis. Sj-phil- 
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Some feel that the best remedy now is the local use of 
the ml^onaviides. These are capable of eradicating the erup- 
tion in three to ten days when properly used. The best of 
this group is mlfathiazole, which may be incorporated in vm- 
ous bases. Two that have been recommended are vanishing 
cream and ordinal}* surgical lubricating jelly. Probably any 
simple grease will serve as well. Sulfathiazole should be finely 
powdered and used in 5 to 10 per cent strengths. After a 
day’s use the crusts blacken and begin to loosen and separate. 
It is yet too early to say that the s^onamides constitute the 
local treatment of choice, but certainly it may be said that 
they are a powerful addition to weapons against impetigo. 
Tn the serious and sometimes grave mfections in infants they 
should be the first to be tried. 

Suber}Tliema doses of ultraviolet light are valuable in pre- 
venting the spread of the disease to other parts. The irradi- 
ated areas should be clean and free of grease and medira 
ments. The removal of stubborn thickened and large patches 
of impetigo can be implemented b}* exposures to quarter 
erythema doses at five-day intervals for a total of nvo treat- 

ments. , . • r • i . oKr 

In almost all but young infants, impengo is fauly e^) 

cured. In them and in debilitated subjects the prognoas at 
times is bad. If impetigo seems unduly difficult to eradiate, 
an underl}Tng primary- disease such as scabies may have been 
overlooked or a wrong diagnosis made. 


PERLECHE 

Perleche belongs to the group of disorders due to 
infection known as the moniliases. They occur at vm 
sites but always where there is plenty of nioist^e, ^ m ^ 
body and skin folds. Perleche is the yeast syndrome vhicb 

involves the fold at the lip commis^^. 

The condition usuaUy clings to the fold oidy but at 
may spread towards the midline of the bps. A ^ 

S^thTadjomtog skin nnd mncous 

volved besides the vermihon border ■ sharnlv 

whitish, sodden appea^ce to surfa^is 

defined and that soon looks parboiled. At Hist me 
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miscellaneous skin diseases 

JAMES R. WEBSTER, M.D.* 


ACNE VULGARJS 


Few if anv skin disorders are easier to diagnose than acne 
iTiIsaris. but at the same time few axtU require more patience 
and perseverance on the part of both physician and patient 
in their management. It occurs from Ae ages of eleven or 
nt'elve to around diirU' but is most widespread and active 
during the period of adolescence. 

Unfortunatelv there is no specific treatment but. with pa- 
tience and some understanding of the pathogenesis of the 
disorder, both the active manifestauons and sequelae of the 
disease can be reduced to a minimnm. thereby saving the pa- 
tient a great deal of mental anguish and embarrassment. 


Etiology 


Acne, -sthich is present to a greater or less extent in all 
adolescents, consists primarily of an acrivarion of the sebace- 
ous stTiem. This acrivarion is not completely understood but 
is a more or less phraological concomitant of the changes in 
the endocrine balance occurring in adolescence. BhcW:e3ds 
form, owing to retention of the sebum in the excretorv ducts 
and hair follicles where it becomes inspissated and mixed -with 
cast-off epithelial cells to form a plug. By pressure this plug 
may decrease the nutrition and resistance of the perifoUicnii 
tissues and infection by the bacteria on the skin and in the 
ducts occurs. .Most of ibe infiammatory lesions of acne besin 
in this manner, although some may arise independentlr'' of 
blackheads, since the slan as a who'le seems to be lacking in 
^•^sstance to invarion by surface organisms. It should'” be 


.Wtesoiss Dennztologist. PresbjTerisa Hospital; Anecdiatr 
uirrasTolog'.st. OuIdiCT's -Memonal sad Lcmeraa Deaconess Horoiral^ 
.\ssociste n Dermatolog}-. Rush .Medical CoUege, Uraversiw of Illinois. ’ 
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iric rhagades leave scars, ■«*hereas perleche does not. In ec- 
z-evia at the comers of the mouth this is only part of more 
■widespread involvement; patches can be seen else-where. 

Treatment 

As in most instances of yeast infection, one of the reqm- 
sites is to keep the parts dr}'. In perleche it is helpful to gam 
the cooperation of the child to stop licking the lips. Of ail 
the remedies proposed, gentian violet stands first in the treat- 
ment of these monilial infections. It may be used in 1 to - 
per cent strengths in aqueous solution or in 25 to 50 pet 
cent alcohol. Apphcations are made nfith an applicator to 
the immediate area twice or three rimes a day. Fqllotmg this 
with the application of Gtatn’s iodine solution is still more 
effective. Ordinarily the infection is speedily brought under 
control by the use of gentian violet alone, hou^ever, rincmre 
of iodine has been much used and is effective. It is safer to 
dilute it two to four rimes in alcohol to prevent irntanon 
of the delicate lip tissues. 

Other good remedies suggested are 3 to 10 per cent siue 
nitrate, copper sulfate solution 2 to 8 per cent; avnnoin ^ t 
mercury 1 to 5 per cent, and yellow oxide of 
5 per cent in ointment form. Some recommend ^ , 
oijrtment but it should not be used in 
in one-quarter to one-half strength. Infanm and c 
should be watched for sn^aUondng of apphed ^ 

Thick applications are not necessary. Gennan woler 

not have this danger. 

In subjects -nrith improper dentures these have to be 
so as to Le the bite'and iron out the creates f "IJ 

the commisstires. The actire cooperanon of ^ 
speedily clear an otherodse persment and reastant 
^Riboflavin administranon is of no vriue m ^ 

case of perleche. In the variet}' founded on m^utnnon, 

for children where isolation ■will prevent p 
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sired htio ctibj (N.F.) may be used on die face in the mom- 

ins in addition to the above. , , r , 

The following fo-'^der wall be found or value for die up- 
per chest and back: 

K Powdcxed camphor 

Precipitated solfur 

Boric acid 

Powdered starch, 

Powdered talcum 35 qs. ad 60.00 

Blackheads which are not inflamed should be removed peri- 
odicallv widi a comedone remover and superficial pustules 
should be evacuated, but die tissue should not be traumatized. 

Internal treairnent will depend on the individual case. Any 
gastro-intesrinal derangement should receive attention accord- 
ing ro the indications. If the basal meeabolic rate is low, 
thyroid should be administered in appropriate dosage. Some 
authorities recommend its use in practically all instances. 
Cases in which there is an associated anemia may be benefited 
by small amounts of arsertic. 

In addition to the above special measures, or if none of 
them are indicated, quinine is often of great value in those 
cases wtli considerable pustular element. It is administered 
as the bisuifate in doses from 2 to 5 groins three times a day, 
depending on the patient’s age, Aveight and tolerance to the 
drug. Foreign protein therapy frequently helps tliose indi- 
A-iduals AA-ho' have persistent deep-seated cj-stic lesions, but 
stock vaccines seem as effective as autogenous preparations. 

The importance of the diet is considembh' OA’erestimated 
by nioy; lay persons and many phA'sicians. It is desirable to 
avoid iodides, including iodized salr, and bromides, and it 
should be remembered 'that bleached Avheat flour contains a 
definite amount of bromide ion. In addition, an excessive 
amount of chocolate and vert' rich foods should be avoided, 
but atidc from this a balanced diet is all that is required, and 
Ae ngid elimination of SAveets seems to be without practical 
foundation. ^ 

Ultraviolet light is of SATuptomatic benefit but cannot be 
regarded as cumtive. X-rays properly adnAinistered are of 
great value but it is well to restrict th^ use to older patients 
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pointed out that internal foci of infection arc not of great 
importance in the pathogenesis of acne. Indirectly they mav 
contribute to the lowering of the resistance of the skin, but 
in this connection gastro-intestinal derangements, certain 
dietar}’’ indiscretions, demonstrable endocrine disorders and 
improper local care of the sldn are of greater moment. 

The disorder occurs on the face, neck and upper trunk. 
In these regions, on the background of excessive oil and 
comedones, there are present all tj-pes of inflammatoi}’’ lesions 
from superficial papules and papulopustules to deep-seated 
indolent abscesses. The degree of scarring varies svith the 
t}'pe of lesions and the management it has received. Some 
of the lesions may be tender and painful. There is often an 
associated seborrhea and scaling in the scalp. 

Differential Diagnosis 

The differential diagnosis should take into account rosacea, 
which occurs at a different age period and is confined to the 
face, especially the central tbird; bromide and iodide erup- 
tions, which are not confined to the acne areas and usu^y 
lack the oily background and in which a histoi}’’ of ingesuon 
of the drug may be obtained; and foUicuUtis, which is con- 
fined to the bearded region whether it be of bacterial or 
mycotic origin. 


Treatment 


In all cases, soap and 'icater should be used for cleansing 
rather tlian creams, but mild toilet soaps are usually astringent 
enough, and extremely hot water, steaming the face and the 
use of complexion brushes should be avoided. 

The follox^ang lotion may be used on the face in general 
in the evening: 


n Sodium biborate 
Zmc oxide 
Powdered starch 
Lime water . 
Rose water 


10 00 
IS 00 
ISM 

moo 

q.s ad 2-tOOO 


After this has dried an ointment contamng 2 to 3 per cent 
salicylic acid and 3 to 5 per cent precipitated sulfur sfio 
be applied to the lesions. If more intensive treatment is de- 
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tiansient, being precipitated by the taking of dri^ 

esposnre to the elements or esdtement. Giadnally it be- 
comes permanent and eventually small telan^ectases appear 
especiallj' on the nose, cheeks and chin. After a variable 
length of time the face becomes oily and there are comedones 
and acneform lesions of all types chiefly on the central por- 
tion of the face, l^Tien these are developed the disorder is 
in the second stage. In a few instances, after months or jears, 
the third stage supervenes with an enlargement of the lip and 
alae of the nose due to h^'pertrophy of the sebaceous glands. 
In a well developed case of rhinophyina the nose is red, bulb- 
ous. rough and nodular, with dilated duct orifices filled with 
sebum and many telangiectases; in short, “beer drinker’s nose.” 

Etiology 

■Many factors may be concerned in causing this clinical 
pictnre. In women, gynecologic disorders and die menopause 
are sometimes involved. In the dietary, the taking of stimu- 
lants such as alcohoL tea and coffee in excess is certainly an 
aggravation. Digestive disorders are important in many cases 
and two phases of this warrant parricnlar mention: fim, low 
gastric acidit)-, and second, improper intestinal fat digestioa. 
Foci of infection, apparendy are to be implicated in some 
instances. 

Difterential Diagnosis 

Lupus imViaris dissetmnatus facet and the so-called rosacea- 
like utberaiUd may sometimes be confused v.-jth rosacea, but 
in both of these "the disorder is not limited to the central 
third of the face, the oily background n-ith comedones is 
usually lacldng. and diascopic pressure -u-ill reveal the apple- 
jelly brown of the tubercuiodeimas. ^ 

Treafmen^ 

Obviously no treatment of acne rosacea is sound without 
a thorough check of endocrine and gastro-intesdnal func- 
tions and search for foci o’" ' ' * "" 

sented hy such examination 
absence of definite findings. 


r miecnon, 'iny mdicaaon pre- 
shonld be followed. Even in the 
improvement has been freqnendy 
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because of the danger of recurrence of the acne in individ- 
uals under sixteen or eighteen years of age. X-rays should 
never be used to the exclusion of other measures nor should 
they be used in frankly pustular cases. 

By the judicious use of some or all of these measures, to- 
gether wii encouragement of the patient, much can be ac- 
complished, but the doctor and patient should both realize 
that specific treatment is not available, that improvement 
be slow and subject to periodic setbacks, and that the chief 
aims of treatment are to keep the activit)^ at a minimum and 
avoid scarring as much as possible until management and/or 
the arrival of adult age shall bring the disorder under control. 

Adolescent indiwduals with acne, especially girls, 
much embarrassed b)’’ “bad complexions” and frequendy t s 
embarrassment may have a rather pronounced effect on the 
personality. In such cases sympathetic nndeTStanding on the 
part of the physician is most necessarj’-. Too often the situa- 
tion is made worse by the fact that the doctor pays very 
little attention to ±e patient’s frame of mind, as a result ot 
which confidence on the patient’s part wanes, the panent 
becomes much discouraged and fails to carr)’’ out the ueat 
ment or seeks advice elsewhere. Encouragement is j^aDie 
and necessarv' but the patient should realize that the era 
cation of the disorder is something that requires much nme 

and perseverance and that ff are-ups *^forK 

from time to time for a considerable period. If *ese wcc 
are made clear early in the associauon of doctor and pan n 
the results of treatment udU be much better, and a panent 
who might otherudse develop a distmctly 
sonalit}^ will be able to mamtam a proper relanonshp 
his or her associates until the sltin condinon has been im 

proved. acne rosacea 

Acne rosacea (also called simply 
after fortv^ but occasionally as early as . 

^^1 oVcuis in thr« nn/es, although the “ 

“'een then, is not shaq, and, "<>%. 
third stage or rWnophjnna B 
of er}iiienia affectmg the central 
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tion -viitii its characteristic arrangement of lesions, and clears 
spontaneously in a few weehs. Fsoriws in the scalp alone 
mav offer a'difScult differenriadon but is more patchy and 
itches less. Sensitization denuatitis (eczema) shotrs more (M- 
fuse involvement of affected areas and fails to show well de- 
fined lesions. Rlngizomi shmvs a great tendency for central 
involution on the glabrous skin, and in both sHn and scalp 
lesions the causative organism is easily demonstrated. 


Biology 

Seborrheic dermatitis is an infectious process, the orgm- 
isms saining access to the sldn from the outside. Moisture, fric- 
tion and nncleanliness may be predisposing causes, and any 
debilitating constitutional disease may cut down the retist- 
ance of the skin to allow the process to begin. Many organ- 
isms have been isolated and it is probable that not one but 
several may produce the picture. Secondaiy- infection -with 
pyogenic cocci is not infrequent. There is no definite evi- 
dence of transmissibilit}' of die disorder and this favors the 
lessened retistance as an important predisposing cause. 


Treatment 

Mdien the disorder is acute, soothing and mildly antiseptic 
measures should be employed. At such times soaks with 
warm 1:2000 potassiuu: penmnganate solution are helpful on 
sldn lesions along with calavime lotion if thev are moist and 
Lassars paste with or without 2 per cent ichthyol if they are 
dr}'. In the scalp, boric acid soaks might be used and 1 to 2 
per cent salicylic acid in petrolatum or oil used between 
soakings. Intravenous injections of sodium or calcium thio- 
sulfate may be of great aid at this time. Soap and water should 
be avoided. 

In the cluronic phase of the disorder stronger preparations 
are permissible. Sulfur, anwwmated rnercury and tar prepa- 
rations are all recommended, although sulfur and mercurials 
should not be used concomitantly in'any patient. In the scalp 
an ointment of 3 per cent sulfur' in equal parts of cold cream 
and vaselme could be used once a week, aHowed to remain 
on overnight and the scalp washed next moming. Two or 
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noted following the use of small amounts of dihcte hydro- 
chloric acid, bile preparations or intestinal antiseptics by 
mouth. In very active cases foreign protein therapy may be 
of value. Stimulants, highly seasoned foods, extremes of tem- 
perature and excess of fats should be avoided. 

The local treatment is essentially the same as that for acne 
vulgaris. "V^Tien the inflammatory component is under con- 
trol, the persistent er)nhema can be greatly improved vith 
destruction of superficial telangiectases by electrolysis. Be- 
cause of the erythema, x-rays should be used vith great 
caution if at all, and ultraviolet light is often an aggravation. 
\Vhen mflammator}' lesions are no longer present, any exist- 
ing rhinophyma may be improved by surgery, repeated light 
electrodesiccation or the application of trichloracetic acid. 
Even though the surface epithelium is largely destroyed by 
these measures, re-epitheliahzation originating from the duct 
passages takes place promptly. 

SEBORRHEIC DERMATITIS 

Seborrheic dermatitis originates in the pilosebaceous sys- 
tem and therefore is most marked on the scalp, about the 
face and ears, and in the axillaiy’’, inguinal, sternal and inter- 
scapular regions. It is chronic but has periods of exacerbation. 

Sympfoms 

The most common manifestation is a persistent, oily, ad- 
herent scaling of the scalp -with itching, which leads, after 
long periods in men particularly, to alopecia. Seborrheic der- 
matitis occurs on the sldn as well defined, reddened patches 
vdth a yellovTsh greas}’" scale and considerable itching. The 
lesions spread peripherally but there is no tendency to centr^ 
involution. At times the lesions become acutely inflamed and 
there is much exudation of a yellowish serous fluid ■n'hich, in 
the scalp, mats down the hair, and wide extension may occur. 

Differential Diagnosis 

The diagnosis is usually fairly evident, taking into account 
the nature and distribution of the lesions. Pityriasis rosea 
commonly does not itch, appears suddenl}" in unde distnbu- 
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non vrith its characteristic arrangement of lesions, and clears 
spontaneously in a few weeks. Psoriasis in the scalp alone 
mav offer a difficult differentiation but is more patchy Md 
itches less. Sensitization deamtitis (eczema) shows more dif- 
fuse involvement of affected areas and frils to show well de- 
fined lesions. lUngtvon/i shows a great tendency for central 
involution on the glabrous sldn, and in both slan and scalp 
lesions the causative organism is eaoly demonstrated. 

Etiology 

Seborrheic dermatitis is an infectious process, the organ- 
isms gaining access to the skin from the outside. Moisture, fric- 
tion and uncleanliness may be predispoang causes, and any 
debUitatinsr constitutional disease may cut down the resist- 
ance of the skin to allow the process to begin. Many organ- 
isms have been isolated and it is probable that not one but 
several may produce the picture. Secondart' infection uith 
pyogenic cocci is not infrequent. There is no definite evi- 
dence of transmissibilit)' of the disorder and tHs favors the 
lessened resistance as an important preffisposing cause. 

Trealmenl 

MTien the disorder is acute, soothing and mildlv antiseptic 
measures should be employed. At such times soaks with 
warm 1:2000 potassium permanganate solution are helpful on 
sldn lesions along with calajjnne lotion if thev are moist and 
Lassafs paste tvidi or without 2 per cent ichdiyol if they are 
dr%-. In the scalp, boric acid soaks might be used and 1 to 2 
per cent salicylic acid in petrolatum or oil used between 
soaldngs. Intravenous injections of sodium or calchnn thio- 
sulfate may be of great aid at this time. Soap and water should 
be avoided. 

In the chronic phase of the disorder stronger preparations 
permissible. Sulfur, anmiomated mercury and tar prepa- 
ration are all recommended, although sulfur and mercunals 
should not be used concomitantly in any patient. In the scalp 
an ointment of 5 per cent sulfur' in equd parts of cold cream 
and vaseline could be used once a week, allowed to remain 
on overnight and the scalp rvashed next morning. Two or 
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three times a week the following lotion could be applied 
to the scalp using a medicine dropper: 


Enresol SBO 

Spts. odorari 30B0 

Alcohol, 50 per cent q^. ad 2405)3 


Five per cent crude coal tar in chloroform makes an eltectire 
scalp application. 

On the skin at this stage 3 to 5 per cent sulfur, 5 per cent 
crude coal tar, or 3 to 5 per cent ammoniated mercury in 
ointment form are all of value. X-ray properly employed 
on the glabrous skin will often be helpful. 

Arsenic in small doses will be found beneficial in the 
chronic stages of the disorder but its administrarion should 
be carefully watched. Cultural examination probably should 
be made in all cases. If streptococci are found, the local treat- 
ment should be largely with mercurials, and sulfamlaiuide 
might be given orally. 

PITYRIASIS ROSEA 

Pin-riasis rosea is a self-limited disorder vith a character- 
istic course. Commonly one lesion appears on the trunk as 
a coin-sized, round or oval, superficial, verr* slightly indur- 
ated reddish plaque, the surface of which is covered with a 
fine adherent scale, often not perceptible unless subjected to 
friction. There is usually no sensation and if it is not viafak 
to the patient the lesion may be overlooked and this probably 
accounts for the fact that mant* patients do not give a historj' 
of this “herald spot.” 

A few da}'S to a week later, a more or less generalized erup- 
tion appears. It is rare for the face and scalp to be involved, 
and unusual for the eruption to spread distally on the e.v- 
tremities beyond the elbows or knees. The lesions are sinul^ 
to the herald spot, though smaller and more generally oval. 
They are for the most part arranged with ^eir long axes 
parallel to the lines of cleavage of the skin. Kew lesions de- 
velop for a week or two. then the picture remains stuaon^ 
for ten to fourteen days after which spontaneous involunon 
begins so that recover}^ is usually complete in from stx to 
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eight veeks after the onset. Itching is only slight unless die 
disorder is particularly uddespread and active. 

Etiology 

The cause of pitjuiasis rosea is not knovn. No statistics 
are available but it seems probable that a large percentage of 
individuals have the disease once and, for one reason or 
another, at a time when their resistance might be considered 
to be low. This fact, coupled with the self-limited character 
of the disorder and the fact that a second attack in any one 
person is extremely rare, suggests a sumlaiity to the exan- 
themata, but no organism has been generally accepted as an 
eriologic factor. 

Differencial Diagnosis 

The self-linutation and the nature, distribution and ar- 
rangements of the lesions serve to diSerentiate pityriasis rosea 
from psoriasis and seborrheic dennatatis. A'indespread ring- 
-conn of the glabrous skin is more itchy, there is centra 
involution of die lesions and the causative organism may be 
demonstrated. Secondary syphilis should alwat-s be kept in 
mind but in st-philis there are mucous membrane lesions as 
well as a generalized adenopathy and occasional constitutional 
siTuptoms in addition to the skin manifestations, and the ser- 
ology*. at this stage, is always positive. 

Treahnenf 

Since the disorder is self-limited, treatment is not essential 
unless itching is marked, in which case soothing preparations 
such as calavnne lotion or 1 to 2 per cent salicylic acid oim- 
mem may be used. Two or three generalized ^d ertuhema 
exposures to ultra-aiolet light will shorten the course." 

HERPES SIMPLEX 

Herpes amplex occurs most commonly about the mouth 
face and external genitalia, but may be seen any*where on 
*e cutaneous surface. A stinging or 'burning sensation is felt 
followed m a few hours by a fairly weU defined erythematous 
spot m which several pmhead-sized, deep-seated vesicles soon 
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appear. Commonly, the vesicle fluid becomes turbid and the 
vesicle desiccates without rupture in a few days leading to 
some scaling which, w'ith the redness, disappears gradually, 
the disorder runmng a self-limited course of five to ten dap. 
In other cases, however, with or without secondary^ infec- 
tion, there is more inflammatory reaction vdth e.vudation and 
crusting, possible enlargement of regional glands and a some- 
what longer course. Recurrences are common and usually in 
the same spot, and it is this phenomenon which causes pa- 
tients to seek advice. 


Differencial Diagnosis 

Except in very’' marked cases, differentiation from herpes 
zoster is not difficult, taking into account the history of re- 
currence, absence of severe pain and marked regional aden- 
opathy’', the singleness of the lesion and absence of radicular 
distribution. A very inflammatory lesion might at first be con- 
fused -with hnpetigo but a few day^s’ observation vdll clear up 
the confusion. 

Etiology 

Besides the association vath colds and general infectious 
diseases, herpes simplex is seen foUotsing exposure to sun and 
wind, ajfter trauma and in gastro-intestinal upsets, or without 
connection ■\wth any other demonstrable disorder. These con- 
ditions apparently’’ act as precipitating causes by’’ decreasing 
the resistance, for it has been generally’' recognized that the 
cause of herpes simplex is a filtrable vinis apparently enter- 
ing the system through the respiratory passages. The ula- 
mate localization of the virus seems to be about the senary’ 
nerve en din gs, resulting in the production of the lesion. Re- 
currence in the same area is explained by the development o 
a locus vnnorls resistentiae, a new infection or reactivation 
of the virus which has remained dormant in situ since a previ- 
ous attack. 


Treatment . 

In the ordinary case on the sldn calcnriine lotion dots well 

for the first few day^s. If there is much 

combined with bone acid soaks. After the lesion has desic 
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cated a soothing ointment such as nnguentum Tsnzi oxi^ 
(U.S.P.) may be used. If there is secondar}* infection the 
treatment suggested for impetigo may be used tvich benefit. 
More of a problem is the prevention of recurrences. Several 
procedures have been advocated, all of which apparently 
have been successful in some instances and failed in others. 

A series of nvo to four fractional exposures of Ae region 
involved to x-rays at ten-day intervals is justifiable and often 
apparently successful. Repeated vaccwation with cowpox 
virus as used for smallpox may be tried and, finally, vaccina- 
tion with the patient’s own blister fluid at the onset when 
the vesicles are still clear has in some instances appeared 
to terminate a series. 


HERPES ZOSTER 

In herpes zoster, the eruption follows the course of some 
sensory nerve. Pain, often intense, is nsnally associated with 
the slmi manifestations-, it not infrequently begins a few dajts 
before the appearance of the eruption and, particularly in 
elderly and cachectic individuals, perasts after the skin lesions 
have disappeared. 

The eruption is composed of thick-roofed vesicles on in- 
flammatot)' bases and the groups are arranged essentially 
along the distribution of a sensor)* nerve. Zoster apparently 
is the result of a sensor}' ganglionitis and the eruption will 
appear in the distribution of fibers from the involved gang- 
lion. Therefore, in cases of involvement of ganglia in the 
brachial and lumbosacral plexuses, the distribution may not 
be exactly limited to the course of one peripheral nerve. If 
the gasserian ganglion is involved, the distribution of one or 
more branches of the fifth cranial nerve will be involved, 
consequently lesions may be seen on the cornea, in the 
mouth, in the nose or in the ear canal, as well as on the skin. 
With ver)' few exceptions the disorder is unilateral and this 
IS often of diagnostic importance. In a few cases a typical 
zoster IS seen accompanied by a scattered generalized erap- 
uou, the lesions of which are verv similar to those of chick- 
enpos. 

The veacles themselves vary in different cases from smaU 
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appear. Commonl}*, the vesicle fluid becomes turbid and the 
vesicle desiccates without rupture in a few days leading to 
some scaling which, with the redness, disappears gradually, 
die disorder r unning a self-limited course of five to ten dap. 
In other cases, however, with or without secondai)' infec- 
tion. there is more inflammatory reaction with exudation and 
crusting, possible enlargement of regional glands and a some- 
what longer course. Recurrences are common and usually m 
the same spot, and it is this phenomenon which causes pa- 
tients to seek advice. 


Dlfferenfial Diagnosis 

Except in verv’ marked cases, differentiation from herpes 
zoster is not difficult, taking into account the historj' 
currence, absence of severe pain and marked regional aden- 
opathy, the singleness of the lesion and absence of radic ar 
distribution. A ver}^ inflammatory’- lesion might at fim be con- 
fused with impetigo but a few days’ observation will clear up 
the confusion. 


Biology 

Besides the association vidth colds and general infecooi^ 
diseases, herpes simplex is seen foUowing exposure to 
wind, after trauma and in gastro-intestinal upsets, or m 
connection -svith any other demonstrable disorder. T use co 
dirions apparently act as precipitating causes by decreasm 
the resismnce, for it has been generally recognized that me 
cause of herpes simplex is a filtrable virus apparen^ e 
iiw the s^-stem through the respiratory P^f^ges. ihe m 
Ste locaiizarion of the virus seems to be about 

endings, resulting in the prodoetion of the esion. Re 
cS^nce in die same afea is erplained by de *«top”ent of 
a loctis minoris resistentiie, a netr mfecnoo or 
of the Tints Trhich has remamed dormant in situ sin p 
ous attack. 

'Trordinaiy case on the si* ' 

for the first f^dain. “ desie- 

combined with boric acid soaks. Alter m 
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Later 10 per cent naftalaji or 2 per cent ichthyoJ in Lassar s 
paste -wili be agreeable. 

men the ophthahmc division of the trigeimnal^ nerve is 
involved there is usnaliy marked swelling of the eyelids, often 
cloang them, and the eye itself is inflamed, painful and vesi- 
cles may be present on the cornea. In such cases the eye 
should receive periodic gentle soaking and irrigation vrith 
warm boric acid solution, after each application of which 
5 per cent arg}-Tol solution might be instilled or a small 
amount of 1:3000 bichloride of mercur)' ointment intro- 
duced. The eye should be put at rest betn-een treatments and 
covered with a patch. In the ear 5 per cent phenol in glycerin 
or I to 2 per cent salicylic acid in 50 per cent alcohol is help- 
ful. ■ 

Salicylates should be given freely for the pain and the 
iudicious use of codeine is permissible if necessary, although 
care must be taken to guard against addiction. Subcutaneous 
injections of pimitrin have been advocated, as hare also fil- 
tered x-Tays over the involved ganglion. The latter apparently 
is quite helpful in some cases but has the disadvantage occa- 
sionally of causing marked temporar}’- exacerbation. Intra- 
venous injections of sodium iodide in 1- to 2-Gm. doses evaery 
other day, if not contraindicated, has proved ver\' effective 
in many cases for diminishing pain and hastening involution 
of the process. 

RecentI}* there have been many favorable experiences with 
the use of vitamin B and especially thiavnne chloride by 
mouth and by injection, and further use of such therapy is 
distinctly warranted. 

PSORIASIS 

This rather common disorder, as a rule quite easily recos- 
nized, has up to the present defied invest^ators both as to 
cause and the obtaining of permanent relief. 

Symptoms 

The rites of predilection are the extensor surfaces of the 
empties about the elbows and knees, and the scalp but 
the disease may occur anywhere on the body surface. The 
elementary- lesion is a flat-topped, bright red papule' with 
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abortive ones to hemorrhagic lesions, and occasionally there 
is necrosis with resultant scarring, a fact Avhich is of con- 
aderable importance in the case of ophthalmic zoster involv- 
ing the cornea. 

Diagnosis 

The dia^osis is usually simple, taking into account the 
characteristics described. An extensive and inflammatory 
herpes swiplex may cause some difficulty. The points of dis- 
tinction have been mentioned in connection with that dis- 
order. 

Biology 

One attack of herpes apparently confers immunity. The 
disorder occurs chiefly in adults but has been seen in chil- 
dren. It has been generally accepted that zoster is caused by 
a filtrable vlnis localized in a sensory ganglion. The virus is 
apparently similar to but not idendcal with that causing 
herpes simplex and is certainly similar to the varicella virus. 
Some investigators believe in its identity with the latter virus 
but the evidence is not absolutely conclusive and this point 
is still much debated. 


Treafmenf 

Herpes zoster is a self-limited disease but requires treat- 
ment, first, because of the intense pain often encountered, 
which sometimes persists, and second, because of the possi- 
bility of scarring, especially important on the cornea tvhere 
it may interfere Avith vision. 

In the early stages, local astringent and protective treat- 
ment is indicated. There is often an associated hyperesthKi'a, 
and friction and pressure by clothing may be ver)’’ annojdng. 
The folloAving lotion, covered by a protective dressing when 
possible, wffi be helpful; 

n Phenol 

Glycerin 

Sodium biborate 

Zinc oxide ^ ' 

Powdered starch PO OO 

Lime water 240^ 

Rose water " 
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currence in nvo or more generations in the same faimly have 
been noted, but this is not common. It seems, however, that 
whatever the precipitating cause, there must be some in- 
herent potentiality in the individual for the development of 
psoriasis. 

Treatment 

Estern-ae MEASURES.-Because the simpler measures are 
quite often successful it is altvays desirable to use them first, 
and nothing but the simpler measures should be used in acute 
cases. On the glabrous skin an ointment of 2 per cent saUcylic 
acid and 3 to 5 per cent ammomated mercury is of great 
value, unless the patient is sensitive to the mercurials; in many 
cases this ointment will be ail that is necespx)*. If it proves 
ineffective, tar may be used. The combination of 1 to 3 per 
cent crude coal tar oinment uith generalized ultraviolet 
radiations, productive of first degree erjnhema, at short in- 
ten-als is often effective. In widespread exudative cases 10 per 
cent naftalm in Lassar’s paste may be extremely helpful. 

Chrysarobin is valuable in stubborn cases of a few lesions 
on the covered portions of the body, but it must be used with 
caution and exact directions to the patient are necessaiyE It is 
used in 3 to 5 per cent strength in an ointment or in trauma- 
ticin, and is applied at night, restricting the application ex- 
actly to the involved areas. After a few da)'s a reacrion will 
be noted in the form of redness of the normal skin at the 
periphety of the lesions, often associated with itching. At 
such rime the use of chiq’sarobin should be stopped, since 
failure to do so will result in marked reaction and possible 
severe dermatitis. When the reaction subsides the druff may 
he resumed as before if the lesions have not cleared, buf often 
the production of the mild reaction will result in the clearing; 
of many of the lesions. Because of its staining of the skin and 
hair, chrysarobin should not be used on exposed portions of 
the body and, if the hands are used for the application, pre- 
cautions should be taken that none of the preparation be 
transferred to the region of the eyes. 

In the scalp 5 pet cent salicylic acid and 5 to 10 per cent 
anwiomated mercury in petrolatum may be used once or 
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precipitous sides, covered Tvith an imbricated, silvery -white 
scale, thickest in the center of the lesion, ^^'ith moderate 
curettage the scales may be removed, revealing pin-point 
sized bleeding points which represent exposed papillae of the 
corium. By enlargement and coalescence of the papules, van- 
ous sized plaques and g^trate forms may be produced. As a 
rule, there is Httle or no itching. 

In most cases, relatively few lesions are present but they 
last for months at a time, particularly in the -winter. The dis- 
order is apt to clear spontaneonsly in the summer only to 
return again the foUo-wing fall or -winter. At times there -ndU 
be an acute onset, -with numerous small lesions appearing sud- 
denly in -nude diWibution and -with rapid extension. "l^Tien 
psoriasis is in an active phase, new lesions may be caused } 
moderate trauma like scratches and pin pricks on normal skin. 

The lesions in the scalp are essentially the same as those on 
the glabrous s kin, although the underljnng red color is um- 
ally not as apparent. They may lead to temporary thinning 
of the hair but not to any permanent ^qpecia. The 
nails are often involved in the form of pitting of the nail su 
stance and separation of the distal portions of the nans irom 
their beds, -unth subungual hj-perkeratost. In rare instmces, 
particularly on the p^s and soles, pinhead to small-pea 
sized pustules occur in the areas of psoria^. _ 

The disease is ver}- persistent. It clears either spontaneous ) 
or as a result of treatment from time to time, but r«;?ffenc 
is to be expected sooner or later, so that once ^ 

should be expected to last over an indefinite penod ot y^- 
The general health is not affected but an association o 
rids md psoriasis has occasionally been observed. 

Biology . . , 

The cause of the disease is unkno-wn. By man_\ 

UeS to T a rerft of disordered prorem or fat,n.eaboi™. 
conclorive eridence is lacking. Other 
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much associated inflammator}^ change of the underh-ing skin, 
needs no further descriptioa.. 

Flai Wart 

The flat \rart of childhood (verruca plana juvenilis) oc- 
CUTS as a pinhead-sized to slighdy larger, round, flat-topped 
papule of the same general color as the balance of the skin 
but vrith an occasional slight!}* yellow tinge and tvith t eit 
little change of the surfaceT Flat warts are seen chiefly on the 
face and dorsa of the hands in children and are often vert' 
numerous. They rarely occur in adults. 

Plantar V/art 

The plantar wart is entirelv analogous to verruca vulgaris, 
but occurring as it does on a weight-bearing surface it does 
not project above the surface of the sldn but rather lies with- 
in it and becomes covered with a heavy callus. The lerions 
are, as a rule, extremel}' tender and painful and a tender 
callus on the sole of the foot should alwat'S suggest the pos- 
sibilin* of an underhung plantar wart. Trimming the callus 
uill reveal the papillomatous tissue underneath, which bleeds 
easily when cut into. 

Verruca Acuminata 

\’eiTUca acuminata (condvloma acuminatum), often 
somewhat improperly called “venereal wart,*’ occurs in the 
genital area or in ant* region in which there is apposition of 
tissues and therefore heat, mechanical irritation and retention 
of perspiration. The individual wart itself is a soft papilloma 
trith a constricted base and an enlarged distal portion Avith 
serrated edges (cock’s-comb appearance). These lesions are 
often found crowded together into irre^ar masses, so that 
a fungatmg tumor may be produced. Often there is secon- 
da^* uriecdon and the group of warts may become covered 
with dirt}*, foul-smelling secretions. 

Sehorrheic V/ati 

The so-called seborrheic wart occurs in elderlv people 
about the face, head and trunk. Originallv thev app'ear much 
as the flat warts of childhood but become larger, irregular 
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t\i'ice a week with frequent shampooing. Local medicinal 
treatment of the nails is unsatisfactory. 

Tre.-vtaiext.— In the internal treatment of 
psoriasis, arsenic holds first rank, but its use should be re- 
stricted to the disease in its chronic localized phase, for if it 
is used in an acute spreading' case a generalized exfoliative 
dermatitis may result. It may be given in the form of Fow- 
ler’s solution or as arsenic tiioxide in the Asiatic pill. The dose 
win depend, of course, on the patient’s age, weight and toler- 
ance to the drug. The patient should never be allowed to take 
arsenic over a long period of time ■nithout the supervision of 
a physician, since great harm may result. 

Saltern in the doses of 5 to 10 grains three times a day 
before meals, in capsule form, is often of service, particularly 
in acute cases, as are also intramuscular injections of the pa- 
tient’s owm blood at five- to seven-day intervals. 

Various diets have been recommended but their value is 
at present questionable. Further investigative work along the 
lines of fat metabolism is warranted, and certainly an indi- 
vidual uath psoriasis should not eat an excess of fats. 

Other Me-^sures.— Often a change to a 'ivawi dry clitmte 
win produce marked improvement. 

X-ray therapy in small doses is very valuable in clearing 
up the lesions of psoriasis and is the only effective local 
measure for the treatment of the nails but, as always in the 
case of a recurrent disorder, it should be used sparingly and 
with great caution. 

By some one or a combination of the above sugg^ed 
measures it is usually possible to clear up a case of psoriasis, 
but it should be repeated and emphasized that unril more is 
known about the etiology we cannot do other than expect 
recurrence. 

VERRUCAE 


Verruca Vulgaris 

Warts occur on the human skin in several forms. The most 
frequently occurring tjqie is tire so-called verruca \mlgans, 
probably most common on the hands but seen at nmes in 
other locations including the scalp and mucous membranes. 
The familiar keratotic, dome-shaped lesion, usually mt out 
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tbe warts are not angular, their surface is not shiny and the 
color is not violaceous. The plantar y:art may be taken for a 
painful callus with underltung comlike kerato^ due to pi^- 
sure, but trimming will reveal the soft papilloma ^ hich 
bleeds easily rather than a hard translucent keratodc core 
under the callus. If a closely placed group of condylmnata 
acuniTiata has been flattened by pressure it might be mistaken 
for a condyloma latum of s}*philis, but with a blunt insttu- 
ment the group can be separated so that the individual lesions 
are seen. A period of observation would clear up any doubt 
as to whether lesions on the region of apportion were ver- 
ruca acuminata or pemphigus vegetans. 

The seborrheic azan may simukte senile keratosis and dif- 
ferentiation is important because the latter has distinct malig- 
nant potentiaHties while the wart has little or no tendency in 
this direction. In contrast to the wart, the keratosis is gray to 
black in color rather than some shade of brown, it is a hard, 
keratodc plate rather than a reladrely granular, friable mass, 
and when forcibly removed it comes oft in one piece show- 
ing homy projecdons on its undersurface which had es- 
tended into underljdng follicle mouths. 


Local Treahnenf 

The treatment of warts can be a distinct problem. They 
occasionally respond to the simplest measures some of which 
seem to have no rational basis, a fact which has been ex- 
plained by some investigators as due to suggestion; and on the 
other hand, they will at times resist the most energetic treat- 
ment. In all varieties some form of destructive therapy would 
seem to offer the best hope of success but especially in the 
case of verruca plana juvenilis this is not always practical be- 
cause of the danger of scarring. 

CosLMox A-VD Seborrheic WARTS.~For the common wart 
and the seborrheic tj-pe, softening with salicylic acid in 5 per 
cent strei^ for a week or so, foUowed bv apphcarions of 
solid carbon dioxide offers quire uniform results without 
much dmger of sc^g if the refrigeration is weU localized 
me*^ lesion itself. If this fails, electrocoagnlation may be 
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in outline and the surface becomes granular, usually friable, 
and varies from light to dark brown or almost black in color. 

I^'arts, particularly the acuminate variety, are auto-in- 
oculable and, if a patient has one lesion, others are likely to 
appear from time to time. Their course is extremely unpre- 
dictable and they may persist for years without change and 
then either suddenly begin to grow and multiply or equally 
suddenly disappear. 


Etiology 

A filtrable virus is apparently the cause of all types of 
warts except the seborrheic variety and may also be im- 
portant in the latter, but conclusive evidence is lacking. 
Apparently the same virus is responsible for all^ varieties and 
the difference in form is due to variation in soil rather than 
seed. In the ordinary case, growth of the virus produces t e 
common wart, but if the delicate skin on the face and dora 
of the hands in children is attacked the flat wart is the result, 
on the plantar surface of the feet, with heavy stratum cor 
neum and weight bearing, a different type eventuates; and 
if the virus is implanted in intertriginous regions the macer- 
ated condyloma acuminatum makes its appearance. It vas 
oritrinaUy noted that verrucae acuminatae were ^ciateu 
with gonorrhea and therefore they were name venere 
warts,” but they occur just as frequently in people without 
aonorrhea; the only connection with gonorrhea 
that a discharge might macerate and imtate the skin 
tL pidispose to the developotent of 
modify their pictite if present. In the case of the seborrheic 
"S^opinion is dinded'as to whether this also Bca^dji 
diTriris or whether it is a benign ma^estsnon of ^ 
change of the sidn, Tranma and maceration of ^ 
of course, be of importance as predisposmg causes m 

tjtpes of warts. 

“Telmmon wart " .tSSate * 

SSnltansYnATiocaSon is nsoaliy diffemnn 
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GYNECOLOGIC OFFICE PROCEDURES 

\RVING F. STEIN. M.D., F-A-C-S.* 

Today ive shall discuss some of the methods of diagnosis 
and of treatment which may be carried cut in the physician s 
office. Completion of some" of the treatments, of cour^ ex- 
tends to the home or to the hospital, but they may be initiated 
in the office. There are many Wat's in which the art and 
science of medicine mav be applied to achiere the desired 
ends, and ther result from the various viewpoints of the indi- 
vidnal phvacians. From the standpoint of the urologist, for 
instance, it has been said that all men either have gonorrhea, 
have had sonorrhea, or are going to get gonorrhea. Of 
course, this'^view is too exa^erated to be taken literally, but 
the same optimisric delusion may apply to the young and 
hopeful obstetrician in regard to the fecunditt' of his women 
patients. A bit of careful reflecrion would remind him that 
not infreqnendv sterile matings occur even in apparenriv 
normal and heathy couples. However, the inrestigarion of 
the reasons for these frustrated efforts represents an interest- 
ing branch of our specialty. 


V/HAT IS AN ADEQUATE GYNECOLOGIC 
EXAMINATION? 


Physcians are now trained and educated to make thorough 
and complete examinations of the human machine whene’^Ter 
called upon for some failure of bodily performance or some 
vague Imock in the mechanism. But conader, if von will, 
how different the approach of individual pht-sicians is to 
their patients. On the one hand, we see the man who makes 
a direct diagnosis without a differential diagnosis— a great 
timesaver. but a hit-or-nuss method— who, after a glance at 
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Flat ^Varts of Childhood. — Verruca plana juvenilis will 
often respond to the application nightly to the individual 
l^ons of liquor calcis szdfuratae (N.F.) (Vleminckx’s solu- 
tion) . .(^ter a time a moderate reaction is set up which often 
results in disappearance of the lesions. 

Plantar Warts.— If technically feasible, x-ray or radium 
therapy is probably the treatment of choice for plantar warts. 
If there are only a few lesions on the soles, the normal skin 
of the foot may be shielded and from two to three erythema 
doses of radiation applied to the lesions after any over- 
lying callus has been trimmed as much as possible. This dos- 
age could be repeated in ten to fourteen days if necessary, but 
if two treatments have not sufficed it probably would be 
better not to use further radiation. If radiation is not avail- 
able or technically not practicable because of the number of 
lesions present, the calluses may be periodically trimmed and 
trichloracetic acid applied to the papillomatous growths. 
Perseverance in this routine will usually be rewarded wnth 
success. 

Condyloma Acuminata.— In the care of condyloma acu- 
minata any existing secondary infection should first be at- 
tended to by soakmg wth 1:1500 potassium permanganate 
solution or by some sunilar measure, after which refrigeration 
with solid carbon dioxide or electrodesiccation ma)'^ be used. 

Systemic Treatment 

Various types of tystemic treatment have been used with 
varj’ing degrees of success by different investigators. Arsenic 
taken by mouth or by injection has been helpful at times. 
The intramuscular injection of bisnnith as in the treatment 
of syphih’s has been advocated, as has also injection of aqueous 
bismuth preparations into and under the base of common 
warts. A few attempts at hmmtne treatment of tvarts have 
been made, using filtrates from ground-up lesions, but their 
results have, to date, been equivocal. 
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cor. In the practice of g)-necoIog)', while k is highly impor- 
tant to obtain a ^ood lu^oii’’, k is usually unnecessan to go 
into such detail as to whether ever>- ancestor of the patient 
suffered from fits, ingroxcn toenail^ or wore glassK. One 
must only obtain sufficient information from the padent. b\ 
means of certain leading questions, to supplement that 11 liich 
die patient volunteers. Complete blood studies and ^ odier 
laborator}' data may nor be needed in eve^- gj-necologic dis- 
turbance,' but there are certain examinations which are es- 
sential for a correct diagnosis. The phN'sidan mu^ decide 
which of these tests shoiffd be made, after contidering care- 
fully the hisrorj' and coordinating data so obtained with his 
findings on examination. Furthermore, he should withhold 
his diagnosis until he has all the information pelded by these 
significant and often decisive tests. 

I shall not attempt to cover all of the detdls of a thorough 
gynecologic examination, or to discuss all the disturbances 
which might be treated in the doctor’s office. But I do wish 
to touch upon those points which I feel are essential for the 
inteUigenc management of g}-necolo^c cases. 

THE HISTORY 

First of all. in the gt-necologic histor%'. it should be a matter 
of routine to record the usual information which pertains to 
the vjcnstnia] cycle as well as the date of the last menstrual 
period. Past obstetrical experience is important. The occur- 
rence of any vaginal discharge and its description should be 
recorded vrith special accompansting stTuptoms, such as itch- 
ing or burning and. often coupled with this, frequent or pain- 
ful urination. These data nwy give an immediate clue in cases 
of certain disturbances. 

THE PHYSICAL EXAMINATION 
Abdominal PalpaHon 

In the course of the physical examination, palpation of tlie 
lower abdomen should alwap be made before examining tiie 
genitalia, for at times a sivelling or a mass thus discovered 
uttv prove to be a key finding. However, before maltina an 
abdommal examination, it is both advisable and politic to 
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the tongue, a feel of the pulse, •writes out a prescription and 
collects in cash. In striking contrast is the practice of some 
prominent climes "n'liich make an exhaustive inventory of 
histor}' and physical findings an ironclad routine, irrespective 
of the gravit)* or nature of the patient’s ailment. Some indi- 
vidual physicians have found it profitable to imitate the fa- 
mous climes in this practice and likewise insist upon complete 
inventories before even seeing their patients. In the practice 
of one such physician, an ophthalmologist who has since 
passed on, the following incident actually occurred: 

A gentleman from out of town, while visiting in the 
Cit}',” got a cinder in his eye. Being unacquainted vith any of 
the phj-sicians in town, he stepped to a telephone and called his 
ovm doctor at home for advice as to whom he should consult. 

He was given the name of Dr. . He hastened to the doctor’s 

office, and after registering and furnishing the usual data, was 
placed in a room where a nurse proceeded to take a detailed 
historjn All of his attempts to tell his own storj’’ were unavailing. 
Blood counts, urinal^'sis and blood pressure, weight, pulse rate 
and temperature were dult* noted. By this time the man was ver}’ 
impatient— tears were flo-wing down one cheek— and he pleaded 
to see the doctor immediately. He was informed that he would 
have to wait imtil all was prepared for a total evaluation. IHien 
led to a dark room where refraction and other tests were to be 
made an assistant, the man fled in desperation. He stopped in 
the comer dmg store and asked a clerk whether he emdd see 
amuhing in his eye. The clerk deftly* removed the offending 
cinder and sold him a simple eye wash; complete reh'ef followed. 
You see. the home physician whom the patient had called, imme- 
diately called Dr. — ’s office in Chicago and announced the com- 
incr of the patient, a prominent citizen of his cit)% and asked that 
etxry courtesv' be extended to him. But he neglected to state the 
nature of man’s complaint! Dr. — learned of the episode and told 
it on himself at a medical banquet. 

There is, in the manner of examining patients, a practical 
viiddle ground. I'STiether you are a general practitioner or a 
qualified specialist in any of the various fields of medicine, K 
is well to bear in mind that the most important thing to the 
patient is the complaint which brings that patient to the doc- 
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it hardly requires mentioniiig, bar I am led to understand 
that, in some communities, gloves or even finger cots are 
omirrei By may of caution, let me remind yon that some 
thirrv yeaK ago it mas said that 5_ per cent of all the then 
practicmff SYnecologists had sj'phills, mith chancre of the 
finder, mhidi they acquired berause of Mure to observe this 
precaution, ^ot only is there still a danger of sj'phihtic mf^- 
tion, bnt it is estremely unesthedc to examine momen mith 
gonorrhea or other conditions associated mith foul discharges 
—such as trichomonas vaginitis, yeast infections, ulcerating 
fibroids and cancer-ntithout the self-protection afforded by 
rubber gloves. 

Bimanual Examination 

Before malting a bimanual examination, it has been my nn- 
failinsr practice'^co have the patient empt}* the bladder, not 
onlv for the purpose of obtaining a fresh specimen of nrine 
for examination, bnt also because a full or partially full blad- 
der may entirely obscure the real pelvic disease. On separat- 
ing the labia, first examine the external urethral orifice (Fig. 
2i). Common letions observed here are caruncle, skenitis, 
prolapse of the urethra and, sometimes, marked dilatation of 
the urethra. Bartholin’s ducts are visible only mben they are 
inflamed. Reddening at the orifices of Bartholin’s and Skene’s 
ducts usually indicates that the patient has or has had gonor- 
rhea. Urethral smears, and additional smears from the'^secre- 
tion oi Bartholin's duct and from the cervix, should almavs 
be taken in such cases. ’I’l'hea such smears are to be taken, no 
lubricating substances should be used on the examinina: fin- 
gers until after the smears have been procured. .Milking of 
the urethra may be necessaty- in some cases before a disch^e 
from the urethra or from Skene’s ducts becomes visibie. 

Bimanual palpation should be made mith gentleness and 
great care. Rough and clums}- efforts cause the patient to re- 
sist Md may lead to faulcj' interpretation- In addition to de- 
termining the size, shape, position and consistency of the 
utei^ and adnexae. one should also feel for cervic^ abnor- 
mahnes and scars; and, before completing the examination 
let me adnse you to turn the fingers so that thev face pos- 
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wash your hands in the presence of the patient, thereby indi- 
cating to her that her physician is both clean and careful. The 
palpation of a tumor mass in the lower abdomen immediately 
the presence of one of the three most obwous con- 
ditions in women: pregnancy, fibroids, or ovarian cysts. But 
the full bladder must not be overlooked! I have discovered 
the full bladder to be the sole cause of a “painful abdominal 
tumor which was referred to me for surgical removal, but 
which was removed by catheter! I recall seeing a patient a 
few years ago who had visited a general practitioner because 
of uterine bleeding. He diagnosed a cervical pol}’p which 
could be seen through the speculum, but he completely 
missed a fibroid the size of a grapefruit because he failed, first, 
to palpate the abdomen, and second, to conduct a bimanual 
examination. 

Genital Examination; Inspection 

For the genital examination, the patient should be draped 
adequately vdth a clean sheet and placed in a lithotomy posi- 
tion, thus ex-posing the genitalia to inspection. A number of 
common conditions may be recognized by inspection alone, 
provided there is a good light, sufficient exposure, and an in- 
telligent observ^er. Such lesions as verruca acuminata, pedi- 
cled tumor, kraurosis or epithelioma, as well as those condi- 
tions which result from childbirth injury— as cystocele, 
rectocele and uterine prolapse— immediately become obvious. 
Uterine prolapse may be obscured unless the patient is in- 
structed to strain while the examiner separates the labia. 
Sometimes it is required that the patient stand noth one foot 
supported on a low stool, and that she be asked to strain again 
when assuming a semisquatting position. Many cases of pro- 
lapse are overlooked by the examining physician because of 
the omission of the aforementioned procedures. Impau-ment 
of the urethral sphincter may be assumed if minarv' dribbling 
appears when the patient strains. Genital abnormaliries such 
as absence of vagina or septa, imperforate hj-men and ure- 
thral lesions may also be discovered on careful inspection. 

In mv practice, the use of a glove on the examimng hand, 
usually' the left, has been so much a matter of habit that I tee 
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uhm -vrMch the Germans call “Spiegel,” meaning mirror, is 
tmly -vrell named, for it imparts to the examiner’s eye the ac- 
cmte image of the exposed cervix and vagina. A speculum 
should be mtroduced Ti-ith gentleness, should feel comfort- 
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teriorl^', in order that the internal surfaces of both sacro-iliac 
synchondroses may be palpated. I have frequently discovered 
in women who complain of backaches and pains radiaring 
into the thighs that no trouble was to be found in the genital 
organs, but that the pain could be reproduced by pressure 
over the inner surface of one or both sacro-iliac joints. Ex- 
ternal pressure over the tender joint will tend to confirm the 


Fig. 21.— Externa] urethral orifice. A, NuJh’parous genitalia— orifice ob- 
scure; B, orifice readily visualized by spreading labia outward and up- 
ward. 

diagnosis. Simple strapping of the back, application of heat, 
and a well-fitted sacro-iliac binder have cured many women 
who had thought they were doomed to semi-invalidism due 
to “female trouble.” 

LESIONS OF THE CERVIX 

The cervix presents a variet)’" of lesions, many of them 
extremely important from the standpoint both of diagnosis 
and the patient’s future welfare. To differenriate them, how- 
ever, requires more than mere palpation. The vagival spec- 
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^ovonhsa. Trichmonas infections, and yeast tnfec- 

tions of die ragina- 

History 

Fiist of all from the histor)' one may snspect one or an- 
other of these condioons from the nature of the paaents 
complaints. If there is a histor}' of recent expose foUoy-ed 
shordr hr complaints of frequency and burning on uiina- 
rion and in a tveek or ten dajis by the presence of a smear} . 
yeliotr. sdckv discharge, the impression one receives is that 
the patient has gonorrhea. One does not jump to a hast}' con- 
clusion. of course, but tvill then proceed to corroborate his 
suspicions. Secondly, if a woman complains that, immediately 
foiiowias her menstrual periods over a period of months, she 
has an intolerable itching in the vagina, chafing of the wdva 
and inner surfaces of the thighs, and a malodorous, profuse 
dhcbaree. it is to be presumed that she is suffering from 
trichomonas vaginitis. Thirdly, if her complaint is mainly 
burning around die introitus, pain or soreness on coitus, si-ith 
or tviihouc profuse discharge and itching, one wou’d first 
dunk of a 7;i\ cotic vaginitis. So you see that, from the historj' 
alone, one obtains leads which are valuable. 

InspscFion 

Upon inspection, the patient with gonorrhea will have a 
smear}-, sometimes crusting, yellonish or greenish discharse 
over the labia and, upon separating the labia, one observes 
redness of the mucous membrane of the introitus, with the 
rednes parucniarly marked at the external urethral orifice 
and the orifices of Bartholin’s ducts. The discharge one sees 
from the’urethra and vagina is thick, yellow and of a creamy 
consistenc}'. There is little or no odor. 

In the case of trichomonas va^nitis, the labia and the 
creaits of the thighs are nsuallv red and stick}- but there is no 
obvious crusting. There is z disagreeably acrid odor and, 
upon separating ihe labia, v.hich in many cases are agglnriu- 
^ed. there is an outpouring of a chin, profuse. foul-snelW 
discharge con-mimng smaU bubbles. This bubbly discbax^ 
quire charactensnc of trichomonas vasinitis. The introitus 



202 


IR^■IXG F. STEFS' 


dard no larger than an ordinary microphone. The light can 
be projected horizontally through the speculum to give a 
clear view of the vagina and cer\Tx. This light, which is in- 
expensive, can be obtained through your instrument manu- 
facturer; it is called the burton light (Fig. 22). It has been 
my e.xperience that the little illuminating devices which are 
placed inside a speculum or attached to its rim are more in 
the way than useful, and reflected light from a head mirror 
such as is used by otolaryngologists is also unsarisfacroy. 
Transillumination and colposcopy provide refinements of il- 
lumination that are rarely needed for routine accurate gynec- 
ologic diagnosis. I believe that careful palpation, good ex- 
posure and proper illumination are very important, but 
diagnosis depends most of all upon intelligent observation 
and interpretation. 

In virgbis, one ordinarily mnst iorego both vaginal digital 
examination and inspection through a speculum. Hovxver, 
Tecto-abdominal palpation, which should also supplement the 
vaginal examination in other women, and, if need be, vagino- 
scopy by means of a small urethroscope or infant vagino- 
scope, such as I described some years ago^ in connection vith 
the treatment of vaginitis in infants, vnll be found vey use- 
ful. {Gyatecography is also extremely useful for those cases 
which present difficult diagnostic problems, but pneumo- 
grams required for this method of examination can rarely be 
obtained in office practice.) 

The vaginal mucous membrane should be observed as well 
as the cervix, and, when discharges are present, it is well to 
take fresh smears routinely from the vaginal vault by means 
of a wire loop or pipette (medicine dropper) for fresh hang- 
ing-drop examination. The value of this procedure vtill be 
brought out in the discussion of vaginitis. From the cervical 
canal, the material should be obtained on a cotton sttab. 
from which a thin smear is made for staining. 

ETIOLOGICAL DIAGNOSIS OF VAGINAL DISCHARGES 

In considering vaginal discharges, there are several signif- 
icant leads which point to an ultimate diagno^. Let us con- 
sider the three most common causes of vagmal discharge. 
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is tmiformly reddened, and there is no particular accentua- 
tion at the glandular duct orifices, as is obsen’^ed in gonor- 
rhea. 

In viycotic iTTfectiom, one will find a very similar picture 
to that just described for trichomonas vaginitis, but there is 
usually a white, curdhke exudate adherent to the mucous 
membrane. '\^''hile the discharge may appear somewhat sim- 
ilar, it is not as malodorous, nor does it dways contain bub- 
bles as in trichomonas infestations. 

The vagina in gonorrhea is usually unchanged, for the gono- 
coccus seeks out the glandular structures for its habitat, and 
merely uses the vaginal mucous membrane in transit. In 
trichomonas, one finds a strawberr}'-Iike appearance p^- 
ticularly in the vaginal vault and on the portio of the cervix. 
The bubbly discharge is especially profuse in this area. The 
cervical canal, xvhich is the most common site of the gonor- 
rheal infection, is unaffected by trichomonas inflammation, 
so that one may at sight practically differentiate these two 
common inflammator}’ lesions. A thick, mucopurulent, yel- 
low discharge issuing from the external os of the cervix, vith 
redness on the inner aspect of the canal, usually spells gonor- 
rhea. A normal-appearing endocervix "with clear mucus, asso- 
ciated with a reddened vaginal portio which is spot^% usually 
indicates trichomonas vaginalis infection. In yeast infection^ 
the mycotic vaginitis, the same regions are infected as with 
trichomonas, the cenfical canal being free. But the lesions 
differ from trichomonas in that there is a red, patchy emn- 
ema like a first degree bum, and frequently a white, curdy 
exudate is seen adherent to the mucous membrane of the 
vamna. The ultimate differential diagnosis of these conditions 
re^ upon careful smear examination. In order that the diag- 
noas be complete, it is essential that both fresh smears an 
stained specimens be carefully e.xamined. 


Examination of Fresh Smears and Stained Spectmens 
A o-ood routine for obtaining smears is to take a 

cotton snnb from the°«temal oieAral onfice and 
Bartholin’s ducts, meanwhile exerting a shght pressur 
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or under these structures to expel the exudate, and then to 
transfer this material to a slide for staining. Next, a speculum 
is introduced into the vagina, and material from the vaginal 
vault is transferred to a cover slip by means of a -vrire loop or 
pipette for fresh microscopic examination. It is ad\Tsable to 
thin the material on the cover slip ■nnth physiologic salt solu- 
tion or distill ed water (not tap water) so that the material 
can be observed in a hanging drop. Under the microscope 
one readily recognizes among the numerous pus and epithelial 
cells the oval, actively motile, nervous trichomonads. rapidly 
dodging in and out of the field (Fig. 23). Should yeasts be 
present instead of trichomonads, the general appearance of 
the smear is similar, but no acrivit}' is seen; here and there are 
the bamboo-like threads (myceha) with buds along their 
stalks or at the end (Fig. 24). \^Tiere white patches are to be 
found on the mucous membrane, they should be removed by 
means of a wire loop, since this material usually contains the 
diagnostic mvcelia and budd ing yeasts which can be seen 
both in the fresh and stained smears. Often the removal of 
the curdy patches will leave a slightly bleeding base. 

From the endocervix it is best to take material by means 
of a cotton swab and to make a thin smear on a glass slide for 


staining. Gram’s stain should be used for all specimens 
which "Gonococci are sought, but, for the monih’a. any aniline 
dye mly be used. A^Tiile'' ordinary low and high power are 
adequate for examining the smears of trichomonas and y^t- 
oil hnmersion should be used for detecting gonococci, me 
findincr of one leukocyte containing the n-pical gram-nega- 
tive (fiplococci in characteristic formanon is sufficient to 
establish the diagnosis of gonorrhea. Slides which show man) 
oram-negarive cocci which are atypical and for the most part 
extraceUffiar. as a rule indicate that the condition is not g 
orrheal. OccasionaUy, one may observe a panent yho has 
chronic gonorrheal' infection associated 
v^initis. but in a three year study which I made some^nme 
ago I found such association to be extremel) r^e 
feitadon of Triohomonas haa 

served folloiving the successful treatment of _ 
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prorement. THs nsuaUj^ occurs irith diree treatmeuts, after 
vrlach. the patient is instructed to continue the douches^ at 
home until the next menstru^ period. Immediately foUotnng 
the menses and before- resoming douching, the patient should 
return to the ofSce for a check-up of the smears. At this time 
it is advisable to site at least one addinonal treatment to pre- 
vent recurrence. 

It has been my experience that, while trichomonas vagin- 
itis is eas^' to relieve, it is diffictJt to cure, for recurrences 
are indeed frequent. A great deal has been written concern- 
ing the use of siher ptcrate powder or suppositories. How- 
ever, I have never found cause to be enthuriasac about this 
form of treatment and stopped using it comp]erel 3 ' after ob- 
servins a case of ver}' extensive and intractable toxic derma- 
tius which occurred* following the use of this preparation. 
Tablets of hct'ic add and kaolin placed in the vagina have 
proved of value, as have some of the proprietar}* beta-Jactose 
preparations. It is apparently important that the vaginal 
hydrogen ion concentration be reduced to about 4.5, and it 
is interesting in this connection to note that some of the con- 
traceptive jellies now on the market, and which I believe to 
be vet^- effective spermaticides, have been shown to have a 
hydrogen ion concentration of from 4.5 to 2.9; when used 
regular^', thev* should be useful in prevenring these parasitic 
inflammations. 

Treahnenf of MycoKc Vaginitis 

H the treatment of m^'cotic vaginitis, I have found that 
p^ting the vulva and vagina uith 1 per cent aqueous gentian 
dolet sohition and having the patient use LugoPs solution, 1 
dram to each quart, as a douche, is successful in most cases. 
Some gvTiecologists use 5 per cent gentian violet in 40 per 
cent ethyl alcohol, but I have hesicated to use this because of 
die intense burning which it produces. One-fourth to one- 
half strength Lugol’s solution has been painted over the 
vaginal mucous membrane, but this, too, is very irritatincr in 
many women who are sensitive to iodine, ^ea aennan 
violet and iodine solutions have been used for a w^eek or 
more, it may be necessarv- to change the prescription to an 
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TREATMENT OF VAGINAL DISCHARGES 

The treatment for vaginal discharge obviously vill varv in 
accordance with the etiologj^ I shall not take up the treat- 
ment of gonorrhea at this time since you all are familiar vith 
both the older procedures and the newer developments in 
thi field. I believe, however, that you may not be as familiar 
with the treatment of trichomonas vaginitis and the mycotic 
infections, and shall therefore discuss these briefly. 


Treatment of Trichomonas Vaginitis 

That there is no cut-and-dned, accepted treatment for 
trichomonas vaginitis is obvious from the numerous articles 
on this subject which have appeared in the gynecologic 
journals in the past decade. A perusal of these articies is likelj’^ 
to result in complete confusion. Nevertheless, the simplest 
procedures in some cases will lead to prompt and complete 
relief. In other cases which prove to be stubborn, recurrences 
appear after ever}’- menstrual period, and a succession of 
various treatments may be needed before the patient is free 
from this most obnoxious disturbance. One of the simplest 
remedies described is daily douching with 25 percent sodium 
chloride solution. Other substances have been used, such as 


lactic acid, I dram to a quart of neater; LugoPs solution in 
similar dosage; and voluminous plain avater irrigations. 

In the average instance, I have found the most useful 
course to be a preliminary office treatment mtb tincture oj 
green soap used liberally on the vulva and in the vagina, fol- 
lowed by an antiseptic wash of 1:1000 potassium mercuric 
iodide solution. After dr)Tng the vagina, a gauze pack soaked 
in plain glycerin is inserted which should remain in the 
vagina for twent}--four hours. Upon removal of the glvcerin 
pack, a 2-quart douche of 1 per cent lactic acid solution 
should be used, and the patient instructed to take the douche 
l}ting down in the bath tub or over a bed pan. The panent 
shotSd also be instructed to rinse the vagina thoroughly by 
alternately closing and opening the labia vith the fingers 
while the solution is flowing, thus pemutring alternate “Stcn- 
tion and empnting of the vagina. The office treatment shqu 
be repeated three rimes a week or until there is marked im- 
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In the routine office exanunation, as 'U'ell as in the deliberate 
prophylactic check-up, the physician must pay particular 
attention to inspection of the cennx, keeping the early sus- 
picious lesion in mind. It has been estimated that, of cancer 



Ft,. .5..-Biops%' of cervix. Author’s method, emploting rectansular endo- 

texm loop. 


^ths in -n-omen, one third are due to cancer of the uterus 
“ght)- to 90 per cent of these uterine carcinomas oritrinate 
lesio^ chiefly in the portio near the external os? The 

esion thus IS readily accessible and recoguidon of it in its 
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astmgent preparation because of the local inflammatory re- 
action set up by the drugs used. In such instances, I have 
advised the use, uvice daily, of 1:1000 potassnim penmn- 
ganate irrigations or tannic acid solutions (ordinary black 
tea). 

CERVICAL BIOPSY 

In the uterine cen'-Lv, the ordinal}'’ inflammatory lesions 
like simple erosion, ectropion and nabothian cyst formadon 
can be disposed of readily by simple destructive cauterization 
■vtith an ordinary nasal tip or solid-bladed cauteiyL However, 
for cenrical biops}', the tissue must be removed without too 
extensive coagulation in order to insure adequate diagnosis 
from the microscopic sections. This procedure may at times 
be performed in the office, provided the physician is equipped 
■utirfi a high frequency or endotherm apparatus, and the 
proper loops. Lesions v'hich cause a suspicion of early carci- 
noma, granular erosions, and irritated areas about scars from 
previous childbirth should be subjected to biops)’’. In addi- 
tion, cenrical polj’ps should be examined microscopically 
because of their tendency to undergo metaplasia. Endometrial 
biops)'- has also become an office procedure for the gjmecol- 
ogist, and is used chiefly in ste^^Hr^^ studies. 

The most important function, by far, of cenrical biopsy 
is the determination of the presence or absence of carcinoma. 

It is important that an adequate piece of tissue be removed 
from the suspected lesion; it should include a margin of 
healthy cervical tissue so that comparison can be made on 
the microscopic sections. Many physicians are of the opinion 
that such biopsies are best done in a hospital; however, they 
may safely be made an office procedure. 

CARCINOMA OF THE CERVIX 

Since carcinoma of the cenrix is the most prevalent malig- 
nant tumor of the female gem'tal tract and consrimtes from 
one fourth to one third of all cancers in women, it is of para- 
mount importance that its presence be detected as early as 
possible. It is primarily for this reason that I emphasize the 
importance of biops)' in the presence of a doubtful cenrical 

lesion (Fig. 25). 
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made as an adjunct to the vaginal palpation, for on!) ® 5^ 
vray can one distiasuish clinically between the early locateed 
lesion and the one that has extended to the pararnemum, 
rectum and pelvic glands. Rectal palpation wffl also indicate 
whether the cervix is free or fixed in the pelvis. 

Scbiller Test and Colposcopy -The Schiller t^ and the 
use of the colposcope may be found of material aid in estab- 
lishing a diagnosis, particularly in cases of verj* early lesions. 
Schillers test, which begins with the application of Grams 
solution, is designed to discover minute lesions in the pordo 
which are not yet characterisric mascroscopic cancers. Small 
areas, even a few millimeters in diameter, which fail to tahe 
the iodine stain may thus be discovered. These whitish areas, 
which are in contrast to the brown-stained mucous mem- 
brane of the healthv portio, when biopsy is done may reveal 
the earliest stages of cancer, according to Schiller. However, 
clinicians are bv no means in complete agreement as to ihe 
value of this test. Martzloff, in over seven years’ experience 
vith Schiller’s test, has failed to discover a angle carcinoma 
which he did not suspect by the usual methods; my own 
e.xperience is similar. 

Colposcopy is another means of discovering verj* early 
carcinoma, and. according to Hinsehnaim and some of his 
followers, it is the only means of detecting areas of beginning 
cancer. Again, however, some clinicians of large experience 
claim that they have failed to discover by means of the colpo- 
scope any beginning cancers or small lefions which were not 
perceptible to the unaided eye “after deliberate, thoughtful 
inspection.” 

These views should not, of course, discourage the use of 
the colposcope and the Scluller test, but rather serve as a 
warning gainst overconfidence in the results to be expected 
from their emplo}Tnent. 

Obtaining the Biopsy Spectmen.-A clinicallv recomiized 
m^gnant lesion is at best only suspicions in character; his- 
tologic confirmation is required to establish a definite dia<J- 
nosis, Biopsi- is therefore imperative; an adequate piece of 
tissue, which includes not only a sample of the suspected 
area but of the adjacent normal tissue as well, must be re- 
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mcipiency requires only that the physician be thorough in 
his inspection. Undoubtedly a large proportion of these 
deaths from cancer could be prevented by early recognition 
of the &ease, for, in the early stages, cancer is curable. The 
cervix is in a vulnerable position for trauma; birth injuries, 
laceration, chronic inflammation — all are sources of irritation 
which may favor the development of cancer. During the re- 
productive period, women vtith childbirth injuries should be 
kept under surveillance and those with inflammator)’' lesions 
of the centix should be treated utith the specific means at 
hand. As menopause approaches, such lesions are looked upon 
vtith greater suspicion and may require more radical treat- 
ment. Cancer rarely develops after treatment of the uterine 
cerstix, whether by cauter}’ or repair, provided the offending 
lesion is completely removed and good healing ensues. 

Diagnosis of Cervical Carcinoma 

The diagnosis of frank cancer of the cervk is not difficult, 
and no special apparatus is necessary for its establishment, nor 
is it necessary to perform specific tests. Furthermore, ever}’’ 
qualified physician should be able to recognize the character- 
istic lesion of malignancy if he vtiU take the time and pains 
to make a thorough and intelligent e.vamination. The diag- 
nosis of cancer depends upon histot}’’ plus palpation and in- 
spection of the cervix. A history of intermenstrual bleeding, 
spotting on sfight trauma, or of discharge which has become 
irritatiag or malodorous should always arouse suspicion, but 
it does not establish a definite diagnosis. Palpation which re- 
veals a cervix that is enlarged, hard, irregular, and that bleeds 
on touch, is indicative of a well advanced carcinoma. How- 
ever, even these factors are not sufficient without careful and 
intelligent inspection, with adequate exposure with a spec- 
ulum and use of a good light. Then one ma}^ find the char- 
acteristically reddened, irregular, elevated and usually circum- 
scribed lesion on the portio near or at the external os. Gentle 
swabbing vtith cotton usually elicits bleeding from the svx- 
face of the lesion. The growth may be flat, excavated or caul^ 
flower in formation, and so friable that pieces break oft 
readily. A recto-abdonnnal exaamnation should ahvas’s be 
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1. Epidermoid cancer (portio) 

(a) Squamous cell tj'pe 
(Z?) Transirional cell cancer 
(c) Anaplastic cancer 

2. Adenocarcinoma (usually developing "nithin the canal) 

3. Borderline conditions 

(a) Benign hj-perplada 

(b) Beni^ metaplasia 

(c) Covert or precancers (these n-pes may be 

noninvasive for months or years before 
eiving real evidence of malignancy). 

l^Tien the disease is limited to the portio, the prognosis is 
relatively good; cures mav reach 52 per cent but only 20 to 
25 per cent of ^ cervical carcinomas hare a five-year salvage. 
According to .Meigs, ttvent}* per cent of the sivage in the 
first five years snbsequentiv dies of carcinoma; even 4 per 
cent of Ae ten-vear salvage eventually succumbs to the 
malignancy. Therefore it is improper to speak of five-year 
cures, for one must await the eventual death of the patient to 
ascertain whether cancer recurred before life terminated. 

Prophylaxis 

Prophylajds is of course a most important field and one that 
gives promise for the future. We might sav that, while there 
is no definite evidence that carcinoma is directly hereditarjr 
in the human, studies of case histories seem to indicate that 
a famihal tendency is shorni in 8 to 10 per cent of all cases 
of rancer. This fact, of course, should be kept in mind in 
dealing with lesions which might be construed as precancer- 
ous. ‘Diere is justificarion for the claim that serm-annml pelvic 
cxmnmtioTj for all women over tlrirts' years of age is hitrUv 
desirable. ° ^ 

treatment of the cervical erosions by cauters’- and 
excision is not an all-embracing preventive, it nevertheless is 
prophylactic in the sense that It adequately reduces the per- 
centage of women nho would subsequenriy develop cancer 
front this source. As an example of this form of protection, 
Bemberton and Smith reported that, of 5962 women who had 
undergone amputation, cauterization or repair of the cenix, 
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moved for section. A biopsy specimen may be obtained by 
means of knife or scissors excision, punch, or cauteiy; in the 
opinion of the author, it is best obtained with a rectangular 
endotherm loop. The high frequency cutting current (so- 
called radio knife) permits a bloodless removal of an ade- 
quate block of cendcal tissue without effacing the micro- 
scopic picture. It likewise is the method least likely to 
traumatize the lesion and thus favor the spread of cancer. The 
actual cautery is too damaging to the biopsy sample, while 
punch, scissors or knife is more traumatic than the endotherm 
loop. The current of the endotherm loop is sufficiently coag- 
ulating to seal the excision bed and thus prevent bleeding. 

Exavimation of Frozen Sections and Faraffin Block Sec- 
tiotJS.—Hzving obtained a satisfactorj- block of tissue for 
diagnosis, the question arises as to whether an immediate ex- 
amination of a frozen section should be made or whether it 
is w'^iser to aw^ait the results of the e.xamination of permanent 
paraffin sections. If the specimen is sufficiently large, a small 
portion may be subjected to frozen section examinarion in 
order to obtain a provisional diagnosis, but errors in interpre- 
tation are likely, especially’’ in early and borderline lesions, by’ 
this means. The gross topography of the tissue is all that one 
may expect to learn, leaving the study of cell structure and 
minute pattern to the more satisfactory paraffin sections. 
Paraffin block sections may be satisfactorily’ obtained m 
forty'-eight hours, and multiple sections throughout the 
biopsy’ specimen may be studied, particularly’ the zone ui 
w’hich both normal and involved tissue may be seen side by 
side. The proper interpretation of biopsy material determines 
the course to be taken; hence, the sections must be studied 
by an expert pathologist! IVhen doubt exists as to the exact 
nature of the lesion, multiple expert opim'ons may be re- 
quired. Not infrequently, a lesion is seen w'hich requir^ 
the utmost scrutiny' and study’ before the exanuner can reach 
a correct diagnosis. 

Types and Prognosis of Cervical Carcinoma 

Briefly’, the types of cen’ical carcinoma to be found may 
be classified as follow’S: 
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cases Tvith hTnph node involrement for which radium would 
be ineffectual, a statement -vrith which this author is in full 
agreement. Surgeru, then, should at least be considered if the 
parient is a favorable risk and if metastases are not too exten- 
sive. 
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only five subsequently developed carcinoma. One might be 
inclined to conclude that only a total hysterectomy would 
sert'e as a complete prophylaxis for uterine carcinoma, but 
this measure is too radic^ to be advocated as a routine pro- 
cedure and of course it carries with it a great risk of mortabty 
and morbidity. Such radical measures should be resented only 
for those patients wdth resistant cenncal bemgn lesions v'ho 
have a family histoty of cancer, and for those whose lesions 
show a tendency toward metaplasia. 

Active prophylaxis ordinarily consists of general hygiene 
and hygiene of the genital tract particularly, plus eradication 
of chronic cervical erosions and deforming, incompletely 
healed lacerations of the cervix. For the treatment of erosions, 
cervical cauterization has proved to be most satisfactor}^ In 
extensive cases, conization by means of Hyam’s endothenn 
loop may be advisable. Some authorities prefer complete en- 
docervical excision by the Stiirmdorf technic and soil others 
a complete cervical amputation. The latter possesses the ad- 
vantage of removal of the mucous membrane of the portio 
vaginalis in addition to the inflamed endocervix. 

In order to reduce substantially the high mortality and 
morbidity associated vnth carcinoma of the cenax, a definite 
educational program must be followed v^hich vill impress 
upon women the necessity of periodic examination. ^^Tien 
cancer is in its earliest stages, it can be cured, either by sur- 
gety or radium therapy. There should be no great diiSculty 
in recognizing the lesions of early mahgnancy. A thorough, 
painst aking examination at the time of both routine and pro- 
phylactic check-ups may give physical findings of signifi- 
cance, and a history'' of intermenstrual bleeding, spotting on 
trauma, or persistent discharge, should arouse immediate sus- 
picion w'hich may be proved or disproved by biops)'. 

Treatment 

Kadiinn therapy is the treatment of choice in cancer of the 
epidermoid t}'pe; however, w'hen metastases have already oc- 
curred in the pelvis, its use is limited to palfianon only- Sur- 
sery has proved of equal value in the early cases of cancer. 
According to Meigs, surgery will provide a cure in some 
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CONGENITAL HEMOLYTIC ANEMIAS 

HENRY L. SCHMITZ, M.D., F.A.C.P.* 
and 

GEORGE J. ANDAY, M.D.f 


Coyjmion Features of the Congenital Heniolytlc Anemias.— 
The different forms of congenital hemohiic anemia (fam- 
ilial hemohtic icterus, Cooleys erjThroblastic anemia and 
sickle cell anemia) hare many features in common. Xhey 
are all characterized by jaundice, splenomegaly and anemia. 
The onset of sjTnptoms is inadious and usually dates back to 
earliest childhood. Pain In the tipper abdotnen is a frequent 
complaint. This may be dull and rather fleeting in character 
or it mar appear in the form of “abdominal crises.” These 
crises often occur at night and are characterized by excruciat- 
ing pain which may last for hours and which may simulate 
acute abdominal conditions. Ulcers on the legs are common 
in Hckle cell anemia and in Cooler’s anemia and may occur 
m congenital hemolytic jaundice. 

All three conditions are characterized by fiiictuations in the 
sereriu' of st-mptoms. This is especially true in patients 
^'ith familial hemol\-tic icterus who may hare “hemoljtic 
crises” during which they become acutely ill with fever, in- 
creased jaundice, increase in the size of the spleen and more 
marked anemia. 

X-ray changes in raryung degrees may occur in the skuU 
and long bones, particularly in eryrhroblastic anemia and 
ackle cell anemia. The changes in the skull consist of thicken- 
ing of the frontal, parietal, occipital and temporal bones with 
diinning of the inner and outer tables. In adranced cases, the 

. , * Oinical Professor of .Aiedidne, Loyola Unirersitr School of 

Senior Aneading Phj-sidan, Mercy Hospital-Loyola' Unirersity 


^lical Asaodate ar Loyola UniTersity School of Medidne; Director 
Oi t-sboratory, .Merc}- Hospitsl-Loyola Umverat}' Dispensar}-, 

219 




COXGEXITAL HEMOLTlTIC AXEMIAS 


221 


a: that dme, was 2,850,000, the hemoglobin T^'as 9.5 gm., the 
leukocjte count was 5200 and the differential count showed 8-t 
poh-moiphonnclears, 15 l}Tnphoc}'tes and 1 mono^me. There 
was a slight decree of anisocjtosis and pojkilocytosis. Alanj or 
the cells were smaller in diameter than normal and lacked the 
nonnal central area of pallor. In a tvet preparation, roulette 
formation was infrequent. ^Mien it did occur, some of the cells 
appeared distinctly thicker than normal. A few normoblasc and 
ervtfarocAtes with nuclear remnants were present. The reticulo- 


cyte count was 4.8 per cent. 

In spite of the apparent micmocytosis. the mean corpuscular 
volume was 84.7 (I^tntrobe method). The fragihty of the red 
ceils was increased. Hemohtis was very definite in the tube con- 
taining 0.58 per cent salt solution and was complete in that con- 
taining 0.36 per cent solution, whereas for the normal control 
hemoit-sis started in 0.44 per cent solution and was complete in 
0.27 per cent solution. The icterus index was 15.6. 

X-Tjy Ex:z?mnation.~'S.~Tzy films showed marked trabeculation 
at the distal ends of the long bones. The skull, however, was 
normal in appearance. 

PaJiroJogy.— The spleen was removed on October 16, 1940. by 
Dr. Charles Sawyer. Dr. James W. Henrv* reported the pathologv* 
23 follows: ‘The cmt surface of the spleen is of a homogeneous, 
bright, brownish red appearance with prominent gravish-wbite 
coipnscular markings. The sinusoids are relatively emptv, the 
tismsoidal endothelium standing out promineudv. The pulp is 
packed with red blood corpuscles and- in areas, phagocvnosis and 
hemosiderin laden macrophages are apparent-’" 

Course FoUordng SpJenect^ny.— On the day of discharge from 
the hospital, the red blood cell count was 4.130.000 md the 
hemoglobin 81 per cent. Today, the ervthrocv'te count is 
4.640.oaa, the white blood count 'is 8950 and the hemodobin is 
■'S per cent. The boy has lost his icterus, has gained in'Wength 
and we'ight and is a perfecdy normal appearing indhtiduaL The 
reticnlocytosis has subsided. Microspherocvtosis is, however 
still present. 


b'iscussion 

FamiM hemolytic icterus is bereditsry. In this particular 
c^e. only the mother could be examined. She had a hvmo- 
cfeomic anemia of mild degree but did not present evid'ence 
of congenital hemolytic jaundice. In a more recent case, the 
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outer table may become so rbin that it is invisible and the 
diploe become so prominent that they seem to extend be- 
yond the outer table like the hairs on a stiff brush. The long 
bones show cortical thinning, widening of the shafts and 
medullary trabeculations. 

The aneima varies in severity'. It is usually mild and the 
er}Tiiroc)n:e count may even be normal if the amount and 
activit}' of the er^nJirogenic tissue are sufficiendy increased. 
During hemoljuic crises, the anemia may become quite 
marked. Characteristically, there is a high reticulocyte count. 
The white ceU count may be normal but is usually elevated. 
The icterus index is increased and the van den Bergh git^ 
an indirect or delayed reaction. The morphology and the 
fragilit}' of the ervthroc)*tes vat}’’ in the Afferent t)pes o 
hemol}T3c anemia and it is on this basis that Ae differenuanon 
is made. These differences in morpholog}^ in the fragiht)’^ o 
the enniiroct'tes and in the treatment of the different tjpes 
of hemol}Tic anemia are well illustrated by the following 
three cases. 


CASE I. FAMILIAL HEMOLYTIC ICTERUS (CONGENI- 
TAL HEMOLYTIC JAUNDICE) 

History. -The first case which we wish to present is one of 
familial hemol)-tic icterus. This boy, vko ^ now ) 

ao-e had a persistent mild jaundice from birth. At the a^ 

m^ths, wL first admitted to .Mercj- HospW he oj fo»nd to 

have an ersthrociTe count of 3,080,000 mth a hemo^ 
pel ce“ ?he splleo, at that time, erteoded 4 cm. bel- 
raarmn. On three subsequent occasions, he w^ adimtt 
hospital because of acute exacerbations of Im ent 

heSjh-tic crises, the anemia was more ^ thesLcca- 

and the jaundice was mcreased m intensity . ^ 

SL. Ally 31, 1940. the et^throcj-te 

St otStcme iSXoSV meant of 

raidclancular line. lom the narient was admitted 

Blood Piaure.-On October 14, im count, 

to the hospital in a penod of remission. The ery-trir ; 
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CASE n. COOLEY'S ANEMIA 


History. -This little crirl, -«-ho is welre years of age, bec^e 
our padent in an indirect way. Her older sister came to the Dis- 
pensar}' because of an ulcer on the right lower leg. RouMe ex- 
aminarion rerealed a mild chronic anemia of the Coolej s tj'pe. 
We then requested the family to bring in Rose who was also 
knonn to have an anemia but was not conridered to have any 
sisnificant illness. The padent is of Italian parentage.^ She has 
from birth had a sallow, yellowish color and was discovered 
some years ago to have a chronic anemia. 

Physical Exatnination.—Oa inspecrion. two features are out- 
standing. Skeletal growth is retarded and the facies is of a Mon- 
goloid t]i*pe, nith prominent e 3 ‘es and high malar eminences. The 
head is large with prominent frontal and parietal bosses. 

The spleen is markedly enlarged, extending down well below 
the iliac crest. TThe liver is 5 cm. below the costal margin. There 
is moderate enlargement of some of the peripheral Rmiph nodes. 

Blood Picttire.—The er\'throc}Te count has varied bent'een 
3,000,000 and 3.500.000 and the hemoglobin between 7.0 and 8.0 
gm. (40 to 50 per cent). The red blood corpuscles show e.xtreme 
variation in size and shape. In contradistinction to the picture in 
pernicious anemia, however, the cells show definite achromia and 
the color index and mean corpuscular hemoglobin are well below 
normal The mean corpuscular hemoglobin, as determined bj* the 
M'lntrobe method, was 21.9 and the mean corpuscular hemo- 
globin concentration 24.5 per cent. There are four to ten normo- 
blasts per 100 white blood cells and many cells with nuclear 
fragments. The rericulocjTe count has varied bettveen 3.7 and 
S.5 per cenn The white count has never exceeded 9000. In con- 


tra^ to the previous case, the fragilit)' test shows an increased, 
resistance (hemolysis began in 0.42 per cent salt solution and was 
complete in 0.2 per cent solution). The van den Bergh gave an in- 
diroct or delas-ed reaction and the quantitative reading was 1.66. 

X-ray Exartmation.— The long bones show unusually prominent 
medullary trabeculation. This is most distinct in the small bones, 
roe metacarpals and metatarsals. The total width of the bone is 
merged due to vsidening of the medullary portion, but the 
comc^ortion is thinner and occasionally presents punched out 
The sk-uU bones do not show such marked changes. There is 
detote thickening of the bones but thinning of the tables is 
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father, mother, two older brothers and an older sister were 
examined. The father and one brother had the disease in 
milder form. As a rule, the disease becomes manifest early 
m life. However, mild cases may escape notice '0001 later 
in life and may then be considered “acquired.” 

The blood picture of famihal hemol^uic anemia is char- 
acterized by spherocytosis. Spherocytes are spherical erj^th- 
rocjaes which appear smaller than normal but which have a 
normal mean corpuscular volume. The cells look thicker than 
normal and lack the usual central area of pallor. In wet prep- 
arations, the normal tendency to roulette formation is dis- 
turbed. 

The fragility of the red cells in congenital hemoljnic 
jaundice is usually increased. Dameshek reports that some 
cells, during a hemoljuic crisis, may have a decreased fragih'ty 
so that hemolysis will not be complete until a lower con- 
centration of salt solution than normal is reached. Tliis 
combination of increased fragility and increased resistance 
during a crisis was observed in the above case. On June 3, 
1940, hemolysis began in 0.54 per cent salt solution and 
was not complete until the tube containing 0.24 per cent 
solution was reached. The fragility test was repeated on 
June 5th vuth similar results. A trace of hemolysis occurred 
in 0.64 per cent salt solution and hemolysis was definite in 
0.6 per cent solution. Hemolysis was not complete until the 
tube containing 0.22 per cent solution was reached. 

As this boy illustrates, excellent results are obtained in 
congenital hemol)Tic jaundice by splenectomy. Patients are 
restored to good health although they retain the sphero- 
c)T:osis. Apparently, removal of the spleen prevents phago- 
c}T:osis of the abnormall}' fragile red cells. There is some 
controvers}'’ concerning the proper time to perform splenec- 
tomy. feel that surgety can be undertaken with less 
risk during a remission. If the patient is first styn during a 
crisis, transfusions, iron therapy and a diet providing all the 
essentials for red blood cell formation should be employed. 
Beneficial effects from x-ray therapy to the spleen hare been 
reported, but such therapy brought about no improvement 
in this case. 
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was iust palpable on deep inspiration. The liver could not be felt. 
Just above *e ankle and overl}Tng the tibia, there tv^ a toge, 
irresular shallow ulcer ivith sharp edges. Above this ulcer, there 
was a considerable area of more darkly pigmented, glistening, 
paper-thin appearing skin, the site of a previous ulcer. 

Blood Ficture.-At the time of admission, the patients red 
blood ceU count was 2,430,000, the white count S750 and the 
hemoglobin 7.5 sm. or 43 per cent. The differential count showed 
75 per cent polvmorphonuclears. 15 per cent hTuphocites, 3 per 
cent eosinophiles, 1 per cent basophils and 6 per cent monocj'tes. 
There was marked anisocitosis and poikiloci'tosis. A few normo- 
blasts and manv cells with Howell-JoUv bodies were seen. In the 
stuned blood smear, some oat-shaped and sickle cells were seen. 
In die hansin?-drop preparation of fresh blood, many of the cells 
became elonsated, filiform or crescent-shaped after standing four 
hours. The fragilin' test was essentially normal. Hemolysis be- 
gan at 0.45 per cent salt solution and was complete in 0.3 per 
cent. The red cell sedimentation rate was 27 mm. in one hour 
(Westergren). The icteric index was 23. The redculocite count 
was 7 per cent, the bleeding time 3.2 minutes and the coagulation 
dme 2.S minutes. The urine showed no evidence of urinar}* tract 
pathology'. The Kahn reaction was negative. 

Sternal puncture revealed a very hyperplastic bone marrow 
vnth large numbers of normoblasts. 

Come.— There have been marked fluctuations in the severity 
of the patient's s)Tnptoms. The ulcer has altematelv healed and 
recuned. The ertvhrocvte count has varied between 1,900,000 
and 4,100.000 but usually runs about 2.500.000. The hemoglobin 
fluctuates between 7.5 and 9.5 gm., the white count between SOOO 
^d 15,000. Recently, the patient has been hospitalized. She has 
been given large doses of iron, vitamins and injections of liver 
e-ttract- The tflcer has again healed and the patient has sained 17 
pounds in weight. The spleen is no longer palpable. 


Discussion 

Tto case is so tj-pical that it needs little comment. As 
tvracke states; ‘TMien a Negro presents himself with a marked 
anenua, splenomegaly and leg ulcers, the most probable diacr- 

® of the dS- 

the white race have been reported. 

We acUe raU mit occuis in 7 to S pet cent of Neoioes 
Hon-etet, only 1.S pet cent of mdiridnab nith dcSe 
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Discussion 

Cooleys anemia is congenital but apparently not heredi- 
tary’', although more than one case may appear in a family. 
The disease is peculiar to the Alediterranean races and has 
by some been thought to be due to chronic malaria. 

The marked aniso-poikilocytosis seen in this case is charac- 
teristic. Usually, hou’ever, there are many more nucleated 
red cells (sometimes thousands per cubic millimeter). This 
ery:throblastosis is the derivation of the name “erynkroblastic 
anemia” so often applied to the condition. 

In contrast to congenital hemolyndc jaimdice, the fragility 
test shows an increased resistance in most instances. Occa- 
sionally, the fragility’- may’ be normal. 

The Alongohid facies is ty’pical of the more pronounced 
cases of this disease. Sometimes, there is even an epicanthal 
fold. Patients with milder disease may be perfectly normal in 
appearance and development. 

The treatjnejrt in this ty’pe of congenital hemoljmc anemia 
is symptomatic. Splenectomy does not have the beneficial 
effect Aat it does in congenital hemolyndc jaundice. An ade- 
quate. well balanced diet, good hygiene and the administra- 
tion of iron and liver help to maintain the patient in better 
condition. 

CASE III. SICKLE CELL ANEMIA 

H/rfory.— This young colored woman, aged thirt)’- years, was 
first admitted to the Mercy’ Free Dispensary on October 6, 1957, 
complaining of an ulcer on the lower right leg. She states that an 
ulcer first appeared on this same leg tu'elve years previously’, 
follovung slight trauma. The patient has never been robust and 
has, since early’ childhood, suffered frequently from headaches 
and vertigo. Measles, miunps and chickenpox were, however, the 
onlv specific illnesses experienced. There has been no surgery’. 
Venereal disease has never been contracted. Menstruation began 
at the age of sixteen, was irregular in the beginning, but is now 
regular and normal in amount. 

The patient’s mother died at the age of thirty'-seven y’cars. The 
cause of death is not known. Her father, aged sLxty’-three, is 
known to be well. Her only’ brother, aged forty’-three, is not in 

communication with her. , 

Physical Exannnation.—On physical examination, the spleen 
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CoLoxic d\'sfuncrion is the chief cause of abdominal p^n 
or discomfort. For many years colitis \vas used to desig- 
nate colonic irritation. Sippy verj* early recogmzed chat tlus 
term was not a proper one and used the designation ‘irritable 
colon” to describe such a noninflammatory disturbance. 
Wflule I sensed as his assistant, my interest in tltis U'pe of 
colon d\'sfunction was stimulated and the fundamentals em- 
phasized in this paper were learned. 


ANATOMY AND PHYSIOLOGY 

A knowledge of the anatomy and ph}*siolog}' of the normal 
colon is necessar}- for a fundamental understanding of the 
sjTnptoms and treatment of an irritable colon. It is not 
uithm the scope of this discussion to describe in detail the 
anatomy. Morgan' stated that the vervous viechmiiwi of the 
colon is maintained bv a balance of tonus between the vagus 
and the sttupathetics and chat local control is through Auer- 
bach’s and Aleisner's plexuses. The normal physiolog}" has 
been explained in a thorough manner by Laus”. Mflth an 
understanding of the colon in its normal state one can ap- 
preciate the importance of the time element in the progress 
of material through the gastro-intestinal tract in this ver}^ 
common condition. 

Adler, Atkinson and Iv)-^ have recently reported a vtvy 
interesting study of the vwtiUty of the human colon. They 
obsen-e diat under certain conditions the disorganiz.ation of 
the u-pes of motilin’ of the colon may be increased, and 
the stTidrome of so-called “spastic” or “unstable” colon may 
occur in the absence of easily recognized roento-enolooi’c 
evidence. ° ° 


Clinical Professor of Medicine, Loyoh Unirerau- School of 
Medicine; Senior Actenihng Ph>-»ci3n, Mercy H'ospiol. ' 
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develop anemia (Sydenstricker) . According to Taliaferro 
and Huck, sicklemia is inherited as a Alendelian dominant. 

In a stained smear, the outstanding feature is the marked 
aniso-poikilocytosh and very few sickle cells may be seen. 
However, when a sealed preparation of fresh blood is al- 
lowed to stand, the cells become elongated, filif orm or cres- 
cent shaped {sickling test). The length of time required for 
sickling to occur will vary from time to time in the same 
individual. As is the case in all hemolytic anemias, the bone 
marrow is hyperplastic and the peripheral blood is flooded 
vdth large numbers of young cells. 

The fragility test in sickle cell anemia does not, as a rule, 
show any departure from normal, thus helping to differen- 
tiate the condition from other members of the group. 

The spleen is usually enlarged early in the course of the 
disease, but, after the condition has e.visted for some time, it 
gradually shrinks in size until it is no longer palpable. 

The condition is a chronic one and those afflicted usually 
die from some intercurrent disease. Mason states that sickle 
cell anemia has never been reported in individuals past thirty- 
five years of age, although the sickle cell trait has been ob- 
sen’’ed as late as seventy-eight years. 

Treatment is very unsatisfactor)^ Splenectomy may give 
some benefit early in the disease when the spleen is stifl 
enlarged. Later it is definitely not of value. Intensive anti- 
anemic therapy is of no avail. The ulcers are also very resist- 
ant to therapy but may respond to prolonged bed rest. 
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Diet 

Diet may be an edolo^c factor when it becomes excessively 
irritatincr. The normal colon trill tolerate a ^reat deal of 
irritation without manifesting it by abdominal distress. 
Healthy individuals have occasional bouts of pain after 
dietary' indiscrerion, but there is usually’" a rapid recovery*. It 
is after these indiscretions are repeated that the various dietary’" 
fads are tried. After one is tried, another is suggested and 
usually many* have been followed. Finally’" the colon becomes 
so irritable that almost all foods cause some discomfort. A 
most satisfactory* result can be obtained in this type of ir- 
ritable colon if the proper treatment is followed. 

Emotional Upseh and Other Factors 
Colon irritation as a result of emolnoval tipsets is common. 
It is easily* seen that this may’" include a multitude of condi- 
tions, few of which can be discussed at this time, but family 
troubles, amdety, fear, and frustrated social ambitions have 
to be considered in the successful management of an irritable 
colon. 

Other etiologic conditions are 7mgraine, chillmg of the 
body, allergy, menopause, byperthyroid and, more often than 
IS generally recognized, hypothyroid states. Inflammatory* 
conditions such as gallbaldder disease and appendicitis may* 
mitiate colon irritabnity*, but in my* experience they* more 
often aggravate a preexisting irritation. Over a period of 
years it has not been my* observation that rectal disease 
alone causes abdominal pain. 

CLINICAL PICTURE 

The clinical picture in irritable colon is fairly* definite. The 
most frequent complrint is a distress rather than a pain; how- 
ever, it can be extremely painful. The site of occurrence is 
usually in the lower abdomen, but it mav occur any* place 
m the abdomen. In pointing out the site of the distress the 
patient usually passes his hand across the abdomen or fol- 
lo"U"s the course of the colon. It is intermittent in type, varies 
m place of occuprence, occasionally* radiates, and is accom- 
pamed by a feeling of distention or fulness. Rumbling and 
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ETIOLOGY 

The etiologic factors are legion, if everything that upsets 
normal physiolog)^ is considered. However, there are a few 
very common causes that can be explained. 

Cathartics 

My experience over a period of twenty years corroborates 
that of Collins and Van Ordstrand^ w^ho foimd that cathar- 
tics play an important part in most of the cases. A well taken 
history reveals that the patient failed to have a bowel move- 
ment and, after w^aiting tu'eny-four to forty-eight hours, 
became alarmed and took a “strong” cathartic. This was 
foUow^ed by the passing of many stools, usually of watery 
consistency. After this he did not have a bowel movement 
because the colon was seeking to establish its normal func- 
tion. The cathartic was repeated and changed until many 
kinds were taken over a period of months and years. 

After taking such punishment for a long time the colon 
becomes so irritable that a t}y>ical distress develops and causes 
so much discomfort that the patient seeks medical advice. 

Enemas 

The use of enemas, although probably not so common, 
causes a similar reaction. Small enemas are employed and if 
“sufficient” results are not produced, the size is increased and 
various kinds of irritants are introduced. The rectal tube is 
inserted to a higher and higher level in order to get a “high 
enema.” Various positions are assumed in order to empty the 
“whole bo-wel.” Colon irrigations are not infrequently taken. 

It is surprising the amount of fluid a patient vdll use after he 
has become addicted to colon irrigations. One patient has 
come under my observation who used tweny-nvo gallons of 
salt water once a week in order to get a “thorough clean- 
ino--” Enemas may cause such a severe irritation that large 
quantities of mucus are passed in the stools. The mental re- 
action of the patient to large quantities of this mucus is at 
rim es astounding and an apprehension neurosis may develop, 
especially if he is not properly adtnsed. It should be generally 
recognized that mucous surfaces pour out mucus to protect 
irritated membranes. 



THE IRRITABEE COLOX 


231 


ination of this stool reveals clostndia. In my opinion the bac- 
terioloffic examination of the stool only occasionally reveals 
anjihins of clinical value in an uncomplicated imtable colon. 
Blood in the stool is not a part of the picture in this s}'ndrome. 
Mucus in varjung amounts is ver\' common. 

X-ray Examination 

X-ray exanunation is routine, but it is not as important as 
it is in the presence of organic disease of the colon. It should 
be understood that filling the colon uith barium may increase 
the irritation, consequently the examination should not be 
started untii all other diagnostic work is completed. The 
preparation for the examination differs from that followed 
when organic disease is suspected. A cathartic should not 
be given to empt)* the colon, since the one cathartic that is 
most likely to empt}' the whole colon is certain to increase 
the irritation. An enema made with one pint of warm water 
is sufficient. 

Fluoroscopic examination is of most diagnostic value. As 
the barium enters the colon, contractions due to spasm may 
be seen which cause the haustrations to disappear. The colon 
may be finger size, but will fill to normal size as the enema 
is continued. Not infrequently the patient, to indicate the site 
of pain, will point to the area where the spasm is seen and 
state that the pain “is gone” when the spasm relaxes. Pain 
caused by the barium enema is relieved by expulsion of the 
barium, provided enough is expelled. 

Differential Diagnosis 

Diagnosis of irritable colon is made by exclmioii, not on 
direct or positive findings. Other gastro-intesrinal disturb- 
ances should be ruled out first. It should be generally recog- 
nized that no other abdominal organ is likelv to cause p^ 
of daily occurrence over such a long period of time. Dis- 
tr^ caused by a peptic ulcer is more localized, constant, has 
a ^finite rime element as a role, and is relieved by food or 
sufficmnt alkali to neutralize the free hydrochloric acid pres- 
ent. Roentgen ray e,x3mination of the stomach will reveal 
the casual lesion. 


8 
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^iTgling, nausea, passhig of flatus, and occasionally a bum- 
ing sensation across the center of the abdomen are not infre- 
quently a part of the clinical story. The time of occurrence 
may be at any time if the colon irritation is of long standing 
but is usually while eating or very soon after the meal. It has 
been frequently explained that the gastrocolic redex is re- 
sponsible for the latter. It may occur during the m’ght but 
this is rare and I am inclined to suspect some other cause 
when the patient is awakened in the middle of the night 
by abdominal pain. The distress does occur soon after aris- 
ing and is not relieved by -eating breakfast. 

Belching is a common complaint and becomes a bad habit 
which is difficult to overcome. Because by belching a rela.x- 
ation of pressure on the colon is obtained, the patient en- 
courages the habit. It may at times be necessarj’’ to cart}' 
the patient through a complete gastro-intestinal routine in 
order to prove to him that there is no gas in his stomach. 

DIAGNOSIS 

Physical Examinafion 

Physical examination should be carefully and thoroughl}' 
done in order to rule out any other condition. An irritable 
colon MulI cause a tender colon which in its descending por- 
tion can be rolled under the palpating finger fike a rope. 
Superficial muscular tenderness may be misleading. This can 
be more accurately determined by having the parient lie on 
his head and heels while the abdominal wall is lifted or 
pinched. 

Laboratory Findings 

The laborator)’' findings reveal a negative blood count e.\'- 
cept for a. rather frequent low hemoglobin. Urme examina- 
tion is negative. Inspection of the stools may reveal heljpffil 
information. The form and consistency should be noted. The 
ribbon-like and finger-size stools indicate a spastic condition. 
However, hard-formed or mushy and watery stools may be 
seen in the presence of a highly irritable colon. A stool that 
is mushy, full of bubbles, acid to litmus, and has a bu^ nc 
odor occurs when there is fermentation. Microscopic e.\-am- 
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I. Pattenh wHh "Constipated" Stools 

Consnparion is diagnosed on the basis of hard-formed stools 
that are difficult to etpel, -tt-hether the condition occurs 
dailt' or irregularly. The popular treatment for such a pa- 
uent is to allow plenty* of vegetables and a lars[e quantity* of 
tnnt. Again my experience agrees with CoUins and Van 
Ordstrand that such a diet is contraindicated. In the obser- 
radon of more than 3000 cases, a Io-lC residue diet, omitting 
all frmts, and the use of 2 to 4 ounces of warm oil as a 
Tetemion enema each night until the distress has definitely 
improved, have given the best results. An evacution enema 
made with not more than 1 pint of warm water mav be used 
ir necessanx 


improves, one vegetable at a time mav be ■ 
aaaed. \Mien the distress is not troublesome and the stools 
^ not soft formed, fruit may be added and is tolerated bet- 
er after ta^g food than before. It should be understood 
satisfactor>- for all patients. As a rule, 
fS cucumbers, sauerkraut and hiahlv seasoned 

TS irritating and should be added“cautiouslv. if 

at all. Ail cadiamcs are forbidden. 


2. Pafienh with Normal Stools 

“f "1* OT' is not as a mje 
and n usualli possible to start with the bland foods 

that snd carrots, omitting any yenetablK 

® Baked 

nte omitted 

SLlf " oomplamt. Additions are made as the &! 

’raS^rntt^rS'rg.'’™ 

3. Patients witl, Watery Stools 
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Chrome gallbladder disease may challenge the ability of 
the most skillful diagnostician. It should be borne in mind 
that the presence of gallstones does not necessaril}* mean that 
they are causing symptoms. In the acute attacks of gallblad- 
der disease the severe, localized pain vith localized tender- 
ness and muscular rigidity are helpful. It also has an inflam- 
matoty background, the evidences of indammation being a 
rise in temperature and leukoctyosis. The gallbladder dve 
may help. 

ki ac7ite appendicitis there is a sudden onset vith a definite 
severe pain. In most cases there is also localized tenderness 
and muscular rigidity, elevated temperature, and leukocy- 
tosis. It is certainlj'' being more generally recognized today 
that chronic appendicitis is not of frequent occurrence. 
If more attention is given to the diagnosis of irritable colon, 
chronic appendicitis vnU become a comparatively rare 
diagnosis. 

Genito-nrinary disease can be ruled out by a carefuUv ob- 
tained histoty, v^hich should not be a forgotten art, and the 
necessary investigative procedures. Organic disease of the 
colon, such as poT)q)i, carcinoma, ulcerative colitis and other 
ulcerations may be complicated by the picture of an irritable 
colon but they can be diagnosed if the histor}% proctoscopic 
examination, stool examination and roentgen findings arc 
carefully evaluated. 

In migraine, the classical history is usually obtained, and 
in hypothyroidism the slow pulse, nail changes, blood pres- 
sure, dr}' skin, speech and metaboh’sm should make the diag- 
nosis ver\’ definite. 

MANAGEMENT 

If the patient with irritable colon is seen reasonabi}- early, 
its management may be eas}’^ and satisfactory’’ results are the 
rule. Some of the very late cases will challenge the ability 
and patience of the most expert. Diet is the fundamental parr 
of the treatment. 

It seems to me desirable to classify patients v'ho appear 
for treatment into three types: (1) those with “constipated 
stools; (2) those with normal stools, and (3) those wit 
watery' stools. 
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3. A method of treatment that has given satisfactory re- 
sults vas outlined. 
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becomes soft formed, vegetables are added. Fruits are usuall}^ 
added last. 

The antispasmodic drugs are of dehm’te help in most cases, 
s.g., tincture of belladonna in doses of 10 to 20 minims three 
to four times daily. It is recognized that the tolerance for this 
drug varies widely in different individuals, but in my experi- 
ence large doses for a short time give a better result than small 
doses for a longer period of time. Trasentin vill give satis- 
factor}’’ results in many cases. In the mild diarrhea, tannagen, 
grains 10 three to four times daily, and kaolin with or vath- 
out amphogel may be used. Sippy used a combination of cai- 
chnn phosphate, calcimn carbonate and bismuth subcarbonate 
in 60-grain doses; this is effective in a large number of cases. 
For the nritable colon accompam’ed by a stubborn diarrhea, 
paregoric or tincture of deodorized opium may be used with 
satisfactory results. It must be understood that the opium 
preparations are habit forming. Bromides in 10 to 15 grain 
doses and the barbiturates in small doses are helpful in all 
three t}'pes to control the nenmus reactions. 

Emotional individuals, or those who have been commonly 
called neurotics, vill require a studied application of v'hat 
v^as at one time called the art of medicine. l'\Tien properly 
used it vrill suffice in most cases, but much patience is 
required. Rarely there may be a psj’^chiatric problem. If so, it 
is best to refer the patient to a competent ps)'’chiatrist, and 
in my experience a sarisfactor)'^ improvement has usually re- 
sulted. 

It is generally recognized that the individual with an imt- 
able colon who remains on a restricted diet for a long time 
should be given sufficient vitamins to assure him the recog- 
nized daily requirement, ^’itamin C should not be forgotten. 

CONCLUSIONS 

1. A knowledge of the anatomy and physiology of the 
normal colon is essential for a fundamental understanding o 

irritable colon. _ j j- , 

2. The etiologic importance of catharDcs, enemas and diet 

was discussed. 
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3. A method of treatment that has given sarisfactor)’’ re- 
sults tras outlined. 
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becomes soft formed, veg^ecables are added. Fruits are usuallj’ 
added last. 


The antispasmodic drugs are of definite help in most cases. 
twcturc of bclhdoj7iij in doses of 10 to 20 minims three 
to four times daily. It is recognized that die tolerance for this 
drug varies Mndely in different indiidduals, but in my experi- 
ence l;irge doses for a short time give a better result than small 
doses for a longer period of time. Traseuthi vrill give saris- 
factor}' results in mant- cases. In die mild diarrhea, unmgcii, 
grains 10 three to four times daily, and kaolin \ntli or vith- 
out amphogel may be used. Sipp}* used a combination of cal- 
cium phosphate, calcium carbonate and bismuth subcarbonate 
in 60-gr.iin doses; this is elfecrive in a large number of c.iscs. 
For the irritable colon accompanied b}' a stubborn diarrhea, 
paregoric or tincture of deodorized opium may be used iridi 
satisfactory results. It must be understood diat die opium 
prep;iracions are habit fomiing. Bromides in 10 to 15 grain 
doses and the barbiturates in small doses are helpful in all 
three t}'pes to control die nen'ous reacrions. 

Emotional indiriduals. or diose who have been commonly 
called neurotics, will require a studied application of what 
was at one rime called the art of medicine, 'l^dien properly 
used it Mali sufnce in most cases, but much patience is 
required. Rarelv there niav be a psychiatric problem. It so, it 
is best to refer the patient to a competent psycliiatrisr. and 
in mv experience a satisfactory- improvement has usu.illy re- 
sulted. . . 

It is trenerallv recognized that the individual widi an irrit- 
able coTon who rennins on a restricted diet for a long time 
should be siven sufficient vitamins to assure iiini the recog- 
nized daily requirement. Mtaniin C should nor be forgotten. 


CONCLUSIONS 

1. A knowledge of the anatomy and phi-sioIog\‘ of the 
noniial colon is essenrial for a fundamental understanding o 

irrit-ible colon. . , ,• 

2. The etiologic importance of cidiamcs. enemas and di t 

uMS discussed. 
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COMMON DISEASES OF THE RESPIRATORY TRACT 
IN INFANTS AND CHILDREN 


ARTHUR F. ABT, M.D.* 


THE COMMON COLD 


The common cold is by far the most frequent infection 
encountered in infancv and childhood. It is an mfection 
yhich leaves no hmnunitv and tends to recur with van-ing 
frequency- in the individual. The child of school age can be 
expected to have one or two colds a season. 

The common cold is highly contagious, and the incubation 
period is relarively short. The etioTogic agent is a filtrable 
and bacteria which are common inhabitants of the 
respiratort' tract act as secondat}- invaders. Infants are most 
commonly infected either b)' adults or older children in the 
home, "^oung children, when they start to kindergarten or 
schooL are commonly afflicted and on occasions spend more 
toie at home than attending school, because of colds. The 
older school children, after the age of eight or nine years, 
^ less frequently affected. 

^ The common cold itself is more or less a self-limited in- 
leccion. It is important, however, because it leaves a path for 
^scoTidary mvasions of the nose, nasal sinuses, ears, mastoids, 
phary-nx, lartmx. trachea, bronchi and lungs. Most of the 
spnptoms and diseases to be here discussed are sequelae of 
me common cold. 

^^^^^^oonship of the tomih to the child’s susceptibility to 
colds has been studied, and in general the child whose tonsils 

ve been removed follows tlTe same course as a nontonsil- 
lectomized child, 

"Pie jTeqvency of mcrdence of colds rises steeply and re- 
mams at a high level from the ages of about four to eight 
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use of ice-cold sprai-s and daily periods out of doors, no mat- 
ter R'hat the M-eather. 

In my experience, there seems to be a jamilial susceptibility 
md TesistJ7we, ivhich varies conaderably from family to fam- 
ily, and from child to child. The most susceptible infants in 
iny experience are those whose parents are continually catch- 
ing colds and passing them on to their offspring. It some- 
times takes considerable patience and a great deal of tact to 



remainder of the treatment of die common cold it 
ited^h should be freelv eiven and the diet lim- 

Place and sedatives hare tth 

Khevefthe ^ often an aid and 

be used. • vapors mav 
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years; thereafter the cold incidence drops each season, until 
bett^'een the ages of ten and twelve years and thereafter the 
child usually- has one or two colds a season. 

Treatmenf 

In the nreatment of the common cold, the most important 
measure is to keep the individual quiet and in bed. ^Vith 
young infants this is no problem. However, tvith the run- 
about child, it is often a difficult procedure. Many mothers 
look askance when told that the best treatment for their 
child’s cold is to keep him in bed. Keeping the child in bed 
serves at least two purposes: it keeps him at an even temper- 
ature, and from fu^er chilling if he has fever; secondly, it 
keeps him isolated and away from other children in the famity 
and thus prevents spreading disease throughout the household. 

I have noted in my practice and in my own family that if 
the infant or child is kept in bed at a fairly even temperature, 
the course of the infection is shortened and the liabilit}’’ to 
unpleasant sequelae is reduced. 

One often encounters in practice certain difficulties in this 
regimen. In certain famihes the doctrine of fresh air treatment 
for colds is the rule; among other families the hot, di}' air 
theor}* is practiced, the child being kept in a small room with 
the radiator tvide open, the temperature 85° to 90°, the win- 
dows tightly closed and three or four blankets on the bed. 
Following a call to such a home, the visiting physician in a 
lather of siveat draws a deep breath of fresh air on the door- 
step and wonders how prehistoric children were treated be- 
fore the advent of steam heat. One frequently encounters the 
“physic-ing” mother, though I could never comprehend how 
she would check the nasal coi^'za by intestinal catharsis. 

All school teachers are farniliar with those parenc who 
don’t believe in colds and are persistent in sending their chil- 
dren to school with fever, cor^'za and cough; these are the 
children who spread the infection through the kinderganen 
and school, and according to their parents are never sick unnl 
they just can’t get up and walk. , . 

A final group might be mentioned— parents who beheve m 
hardening: their offspring to the rigors of the climate by the 
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Adiiminration of Nasal Drops— The practice of applpng 
oily nose drops has met "ndth disfa%'or because of the posri- 
bilitj* of producing a lipoid pneumonia, "U'hich shall be dis- 
cussed later. The proper method for administering nose drops 
to both infant and child is illustrated in the accompanying 
figures (Figs. 26-29). 



%. 29.-The chad lies on the abdomen and facilitates die drainage of 
nasal secretions, following the lateral head-low posidon. 


COUGH 

Cough in fhe Newborn 

Cough is not a usual s 5 -mptom in the newborn. Its occur- 
rence suggests some congenital anomaly of the respiratory 
s}'stem. Cough might be one of the sj-mptoms of a concrenital 
pneumothorax. Congenital cyst of the larj^nx may° cause 
cough and asph^-xia in newborn infants. 

Atelectasis in the newborn period or in early infancy may 
be et-idenced by cough; the atelectasis may be due to an 
obstruction of the main bronchus or to obstruction of manv 
finer bronchioles, and is frequently mistaken for a basal nne.i 
moma. X-ray e.xammaDon reveals a triangular shadow 




r. AJttl 



. T\ro to three minutes after the drops have been inserted the 

mfant is turned face dotvnmard, ailotving the nasai contents to escape 
from the nostrils. FoUotvingf this technic, none of the solution enteis the 
throat or is aspirated. 
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followed by whooping is characteristic of pertussis in older 
children, although it is rarely heard in infants ndth the dis- 
ease. The raw, barking cronpy cough which comes from the 
lar)iix, once heard, is readily recognized. Another tj’pical 
cough is the belloaving tj^e which originates in the trachea 
and which is common in children with an ordinat}’’ cold. 

AThen due to inflammation or mechanical irritation, the 
cough nTll be dry; if there is secretion, it w'ill be moist. The 
dx)* cough often occurs in a chronic condition, w'here the 
coughing does not remove the cause of the irritation. In 
such cases, treatment of the irritation, rather than the cough, 
is indicated. On the other hand, when the cough does fulfill a 
purpose, such as removing secretion, it is often a grave mis- 
take to relieve the cough through the use of codeine or 
other sedatives. 

EPISTAXIS 

Episfaxis in the Newborn 

Epistasis is uncommon in the newborn and yoimg infant. 
A serosanguineous secretion from the nose is often an early 
sgn of congenital syphilis in infancy. Nasal diphtheria should 
also be considered in an infant who has a continued sanguine- 
ous mucopurulent discharge from the nostrils. Telangiectases 
of the mucous membrane or nasal polyps may also be the 
source of epistaxis in the infant. 

Epistaas in the Older Child 

Epistaxis is a much more common simpton in the older 
child. The most usual cause is some local irritation, a blow, a 
fall on the nose or an internal irritation of the nasal mucous 
membrane from picking the nose. Occasionally, children in- 
sert foreign bodies in the nasal passages, and irritation from 
such a source may cause epistaxis. Frequently, after an acute 
cold a small ulcer on the nasal septum will bleed freely after 
blowing of the nose. 

Epismis may be a prodromal symptom of many systemic 
diseases, as t\-phoid fever, scarlet fever, measles and Entice 
mia. The older writers paid special attention to epistaxis as a 
prodromal st-mptom of acute rheumatic fever. It has been said 
that epistaxis occurs m nearly one-quarter of tho^e rheumatic 
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the base of the lung. The cough usually persists after the 
puimonai^'' S}^mptoms have abated, and x-ray examination re- 
veals the persistence of the triangular shadow. If the condi- 
tion persists, it udll be noted in later examination that bron- 
chial dilatation is developing and a case of bronchiectasis is 
liable to develop, with persistent chronic cough. Treatment in 
an attempt to prevent the development of bronchiectasis 
should be begun early, after the persistent cough and the 
typical triangular shadow at die base of the lung have made 
the physician aware of the condition. Postural treatment, with 
the infant prone and the head down, may be instituted. Bron- 
choscopic aspiration, if performed early, may effect a rapid 
cure. 

Cough may be a sjanptom of infections of the upper res- 
piratory tract in infanc)^ During grippal epidemics newborn 
mfants often contract a rhinopharyngitis of which cough may 
be a prominent symptom. A mother afflicted with pertussis 
near term may transmit the disease to the offspring. Persistent 
rhinitis and cough in early infancy should make one suspicious 
of congenital syphilis. 

'Pneumonia in the newborn may be asymptomatic; cough 
and fever may be absent. Failure to properly clear the air 
passages of the newborn infant, or aspiration of amniotic 
fluid, may lead to the development of a pneumonia. Aspira- 
tion of oily substances may cause so-called “lipoid” pneu- 
monia; this will be discussed more fully under pneumom'a. 


Cough In the Older Child 

Cough denotes irritation caused by respirator}’’ disease and 
is perhaps the most frequent sign which brings the child to 
the physician. It should be remembered that the cough is a 
reflex, which should be regarded as a defense reaction again^ 
invasion of the respiratory tract by a foreign body. The on- 
oin of the cough ma}’’ be in any part of the respirator}^ tract, 
or it may originate by indirect stimulation from neighbonng 
anatomic structures, such as the enlargement of the bronchial 
o-lands at the bifurcation of the trachea. 

° The sound and character of the cough may aid the phys- 
ician in locating the nature of the illness. The staccato cotigr 
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ACUTE LARYNGITIS 


Acute laryngitis is often associated irith rhinophaiyngitis. 
It may be the primar}' lesion, though it usually extends down- 
ward from the inirial infection in the phaiynix. Larjugitis 
caused by pyogenic bacteria is often a complication of the 
infecdous diseases- especiallv measles. Diphtheritic laryngitis 
should alwai's be ruled out clinically', and if there is any 
doubt, valuable nme should not be lost in waiting for bacteri- 
ologic cnltnre reports. It is imperadre to give diphtheria and- 
toda as eady as possible- and the phrsician who gives diph- 
theria anntodn earir ten tirnes in cases of acute laiynagids 
which eveatnally turn out not to be of dipbdieridc nature, 
wffl have no regrets: while the phvsician who hesitates once 
with an acute larvngids. waits rwenrv-£our hours for one 
culture and twenty-four hours for another cnlmre, will sorely' 
when a ciagnods of diphtheria is Snallv established, 
tatt he did not give the antitoxin esrir. 


The chief syinntora of acute iaiyngxds is a hard, rasping 
aldrough ccarser.ess mav be the onlv comnlaint. It is 


seldom diat ^e child cGurnlafns of external nain over the 

hrrnx 


7rS5~5-i 

, 5'^° shcuid be unr to bed and hent in bed. The room 

saGtld be hert ar a warm, even temDerature. Drv. cold night 
csuaLy as ir r~t~ — ~ smd vetnilatdon should be connned to 
tumncr or the home, ^leaving the room door open if 


244 


ARTHUR F. ABT 


patients -nnth uncompensated heart disease whose sjmiptoms 
are noted over a number of years. 

In blood diseases such as simple puipura, thrombopenic pur- 
pura and the acute leukemias, epistaxis may be a premonitoi}' 
symptom. I have never seen epistaxis manifest itself as a 
symptom^ of scun^ in infancy, though it may occur in the 
older individual afflicted with scurvy. In the hemorrhagic or 
purpunc forms of certain febrile diseases, such as meningo- 
coccemia, nasal hemorrhage may occur. Variations in atmos- 
pheric pressure, such as change to high altitude, may be the 
cause of epistaxis. Finally, in young girls epistaxis may pre- 
cede the menstrual flow. Usudly such epistaxis is associated 
with ulceration of ffle nasal septum. 

Occasionally bleeding from the nose may be overlooked 
and cause difficulties in diagnosis, if the blood runs backward 
into the phar)Tix and is swallowed and there is no evident 
anterior bleeding. In such a case a child might vomit clotted 
blood and if the nasal passages were not thoroughly ex- 
amined for the source of the bleeding, a mistaken diagnosis 
of gastric ulcer might be made. 


Treatment 


In the treatment of simple nose bleed the child should be 
placed at rest. Ice may be placed over the nose and cold may 
be applied to the back of the neck, thus e.xciting refle.x con- 
traction of the capillary vessels. Local applications of solution 
of adrenalin or epbedrine ointments may be necessary. Seda- 
tives may be required to quiet the child. If the local meas- 
ures fail, it may be necessary'’ to pack the anterior or posterior 
nares. In bleeding due to systemic and not local causes, 
human blood serum or vchole blood injected intramuscularly 
may remedy the condition. In very' severe hemorrhages blood 
transfusion may be required. Ulcers of the nasal septum may 
be touched ivith chromic acid solution, or chromic acid 
fused on a probe and thereafter vaseline or some simple oint- 
ment may be applied to prevent the formation of crusts 


and further imtation. , , 

After the hemorrhage has been controlled the child s ou 
be warned not to blow his nose for some time. 
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fiammadon, of the trachea and bronchi may occur. The con- 
dition mar occur acutely, but more often develops more 
slorrly foliotvincr a benign upper respiratoiy’' infection. 

Authorities duffer on the causative organism. In the case 
ot an e^ht't'ear-old sirl who developed a sudden virulent and 
tatal infection of this tii'pe, I was able to obtain a pure cul- 
ttire of Bacillus influenzae from the lartTis: at postmortem 
(Fig. 30). At various times hemoh-tic streptococci, pneu- 
mococci and other organisms have been reported as the 
etiologic agent. 

The constitutional s}Tnptoins are usuallv severe, the voice 
IS bourse or often lost, and a rapidly developing dyspnea de- 
relops into a marked stridor, which at first is of an inspir- 
atory nature due to the lannigeal obstruction, but later also 
develops into an espiratorv' stridor due to the obstruction of 
tne trachea and bronchi bv the tenacious secretion, and occa- 
sonally an actual membrane. The severe double stridor is 
tccompanied b_v contraction at the suprasternal notch and in 
fie epigastrium. At this stage the litde patient appears des- 
perately ilL has an anxious expression in the eyes, and looks 
tone and tired, and the dvspnea and stridor are often accom- 
pamed by cyanosis or an ashv pallor. The following brief 
^Rmmaiv illustrates sucb a case. 


_ A nine-month-old male infant contracted a cold which was 
lohoved by a croupv cough. On tbe fifth night of his illness he 
became resdess earlv in the evening, the temperature rose to 
104° F_ and his mother noted that his respirations were becom- 
ing kbored. She was alarmed by the contractions which she noted 
m the suprasternal notch. The child was taken to the hospital 
2nd upon reaching the admitting room the stridor had become so 
Kvere and cv-anosis so markeT that a Mosher tube was imme- 
oistely inserted while preparation for tracheotomy was under 
'vay. Following tracheotomy, direct larvngoscopv revealed a 
swere glottic and subglottic edema. The convalescence was com- 
plicated bv atelectasis of the right middle lobe (Fiu 311 Snr'ri 
^•£s ^ployed frequently tfarAugh the tracheoromv mbe, a^d 
fibropurulent mucous secretion was removed wi'th m-wr 
ncultv. After a srormv month's stav in the hnw.,Vo 7 •' 

made an uneventful recovers-. ' 
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ACUTE LARYNGOTRACHEOBRONCHITIS 

Acute Iax;)Tigotracheobronchitis is a severe and often ter- 
rifjnng magnification of acute larjmgitis. In this condition not 
only is the larjoix acutely involved, but the trachea and 


I * 



r 


Fig. 


’n-I^n-ivc and trachea from a fatal case of lan-ngotracheobronchids, 
■ ' ■ the stvoUen epiglottis and snbgloroc tissues. 


bronchi ore ajso invaded by *= hf”” Sa'lnc"' 
snbraacosa, as weU as the membranous ii- 

fibtinous esndate is produced; occasional) a me 



DISEASES OF RESPIRATORT TRACT IX CHILDREX 


tet2ar. Spasmodic croup is manifested by a tA'pical hoarse, 
t:ak:r,g cough. Occasionally there seems to be a hereditary 
disposdon to this condition. Usually the attack of croup is 
preceded by hoarseness, or an ordinary cold. The attacks of 
croup usually occur at nisht. The infant or child may have 
been perfecdv well duiinsc the duATime and may emit an in- 
frequent cough during sleep in the early part of the evening. 
Usually about midnight the child wakes with an attack of 
barking, paroxvsmal cough. After a longer or shorter sesaon 
ot coughing, occaaonally udth some inspiratoiy stridor, the 
child will fall asleep again, and all will be well the following 
day except an occasional harsh cough and moderate hoarse- 
ness, The second and third nights are usually a repetition of 
the first night, following which the condition abates and the 
nightly disturbances occur no more, 

'reahrient 

Ifl the matter of treatment, cold, dry* air seems to in- 
crease the spasmodic cough, while trar?;;. moist air produces 
tc-a.vadoa of the laretis and adds in overcoming the stridor 
nnd the harsh, barkmg cough. The use of ipecac in producing 
cmeas is a time-honored remedy, but a good relaxing seda- 
te, in which bromides are liberally combined with small 
doses of barbiturates, has proved considerablv more effective 
"id certainly less of a messy procedure. The infant or child 
should be confined to bed undl the cold which is usually asso- 
ciated with the croup has ennrely subaded. 


ACUTE BRONCHITIS 

^ Acute bronchitis is a frequent accompaniment of acute 
ramopharyrgius. The cough in measles is probably the re- 
fdt of an acute bronchitis, and whooping cough is itself an 
ffifianunatory infectious disease of the bronchSl tubes. The 
^ugb which accompanies acute bronchitis is at first Hkely to 
be dry and unproductive but later becomes looser in nafure, 
producing mucous and mucopurulent expectoration It is axi 
omanc that when an acute bronchitis does not dear un and 
snow signs of improvement after four or five d-ji-x t. 7 j 
be higldy suspidous of bronchopneumonia. ^ 
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Fortunately, these severe cases are not commonly en- 
countered, but are medical and surgical emergencies when 
they do occur. The severe subglottic edema renders intuba- 
tion useless and tracheotomy in the severe cases is a life-sav- 



Fig. 51.— X-ray of the chest from a tracheotomized infant suftering \tath 
latjTigotracheobronchitis, showing atelectasis of right middle lobe due to 
ocdusion of large bronchus by thick, tenacious secretion. Infant recovered 
after stormy course. 

ing measure. The operation should not be postponed too long 
and aspiration of secretions foUotving the operation may be 
necessar}’’ at frequent intervals. Opiates and atropine are con- 
traindicated, and it is important that the room be kept at a 
considerable degree of humidity. 

CATARRHAL LARYNGITIS (SPASMODIC CROUP) 

Spasmodic croup usually occurs in the age incidence of 
from six months to three or four years and is of inflammator)' 
orisdn. This condition should not be confused with other d«- 
eases in which spasm of the larjmx occurs, as is wam^ed by 
the crowing, spasmodic contractions of the lar^mx in inrano e 
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Oi crisis in lobar pnenmorda, nor do ■we use the time-hon- 
ored sponge for fever, and fresh air therapy, complicated 
chest binder or strappins for relief of plenris\'. Modem chem- 
Giherapv has done awav ■vrith much of the agony and artrien* 
Oi the older treatment. 

The mortalitN' rate has taken a decided tall, and the mor- 
b;ditv rate for the secondarv tvpes of pneumonia in infants 
2 nd children has declined conaderablv, o'wing to the new 
or chemothetapv. 


BRONCHOPNEUMONIA 


Before die advent of chemotherapy, lobar pneumonia, the 
sieatest incidence of which occurred in children from two 
to SIS years of age, was not so feared, nor was the prognosis 
so grave, as in the disseminated tvpe, or bronchopneumonia, 
^hicfa iras more common in infants under two years of age. 

clinicians of the 1920's had evolved a vert' useful and in- 
sarncare clmical classification for this disseminated tn'pe. 
One of the best of these classifications was proposed by Nas- 
san, vi'ho divided bronchopneumonia in infants into the fol- 
loiving types; 


h Puhnonars' form 4. Intestinal or alimentar}* form 

-• Cardiovascular form 5. Meningeal or eclampric form 

5- Atonic form 6. Toxic or septic form 

l. In the puJjnonjry type respirator}- stTnptoms plat'ed 
me important role. D}-spnea and cough were Ae prominent 
^TQptoms in this u-pe, and if sufficient areas of the luncfs 
^'Tre consolidated, ct'anosis also occurred. The infant yras 
J^ess and wakeful, and the t\-pical dilatation and contrac- 
tion of the alae nasi, or rabbit-like breathing, tvas noted. In 
fatalities did not occur during the first davs, and if 
die illness terminated in death, it was &er a considerable du- 
tution. In general, it was fek that the prognosis in this tvpe 
ti'as comparatively favorable. ^ 

2. The cardiovjsciilar fowj presented a distinct contrast to 
die pulmonar}- t}-pe. Cyanosis was an earlv svmptom in these 
panents, accompanied by restlessness, aninefv and dvspnea 
' er}- little pulmonar}- mvolvement tvas ehciced on phracal 
evaluation m these cases. They exhibited a small pulse ranid 
cardiac acnon and low or ffiildns blood pressure The sEq 
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Capillary Bronchitis 

In young infants the term “capillary bronchitis” has been 
used to designate a condition in which line rales are heard 
scattered throughout the chest. No definite area of dulness 
may be elicited on percussion, and no certain consolidadon 
rnay be demonstrated with the aid of the x-ray. Infants af- 
flicted with this condition are usually rather ill, with con- 
siderable fever, dyspnea and sometimes cyanosis. I do not 
beh’eve that a climcd differentiation between capillar)’’ bron- 
chia's and a diffuse, finely disseminated broncho-pneumonia 
is possible. The term “capillary bronchitis” is generally ap- 
plied when signs of consolidation cannot be demonstrated. 

LOBAR PNEUMONIA 

The literature contains many articles on the diagnosis and 
treatment of pneumonia in infants and children. The x-ray, 
with development of modem techm'c, has aided in the early 
diagnosis of pneumonia, and the great advances in chemother- 
apy came just subsequent to the laborious fruition of specific 
senom therapy for pneumonia. This last therapeutic measure 
was not too seriously attempted by those ph}’sicians espe- 
cially interested in the treatment of young infants and chil- 
dren because of the difficulty of obtaining and tj’ping prop- 
erly the etiologic organisms. 

Treatment 

The latest advances in chemotherapy have vastly simpli- 
fied the treatment of pneumonia in infants and children, be- 
cause the latest sulfa-derivatives are more unselective, as far 
as the etiologic organism is concerned. The present-day in- 
tern in the modem hospital hardl)’’ uses his stethoscope or 
raises a callus on his plathismic finger in determing the extent 
or location of the consolidation. A quick duoroscopic e,xam- 
ination in the admitting room, or an emergency chest plate, 
xstiU make the diagnosis, and the sulfa-derivative therapeusis 
■which hardly an infant or child admitted with a temperature 
over 101° F. escapes, make the modem diagnosis and treat- 
ment a very simple, routine and rapid affair. 

No longer do we count the odd days from the day o 
inception of the disease on our fingers to determme the time 
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cks^cation was often helpful in diagnosis and prognosis. It 
itas, of course, valueless as far as therapy was concerned. 

ASPIRATION PNEUMONIA 

Occasionally pneumonia occurred in infants and children 
due to aspiration. The aspiration of infected ammotic fluid 
Eiav produce antenatal and early neonatal pneumonia. If 
nieconiuin be present in the aspirated fluid, an inflammator}' 
ttscrion may develop in the lungs from this foreign material. 

There are many substances which the infant of any age 
®ay aspirate which can produce pneumonia. ^^Tien dusting 
potrders containing zinc steaiate were in vogue several dec- 
ades ago, serious pneumonias from this source were not un- 
commonly seen. Milk may be aspirated by feeble infants and 
recendy milk fat has been demonstrated as a cause of pneu- 
monia in infancy. Cereal foods, cod liver oil, mineral oil and 
foreign bodies of nearly everj'^ variety have caused aspiration 
pneumonia. The oily nose drops are now taboo for the same 
reason. 

The aspirated material, whether it be oil. powder or food, 
or whatever its nature, first acts as a mechanical irritaring for- 
eign body, after which infection is superimposed and pneu- 
monia develops. OccasoinaUv. following aspiration of a for- 
eign body contaminated with the fungus of actinomveosis, 
a chronic pulmonan' infection with this fungus mav result. 
These infections are chronic and stubborn. Recendv there 
hwe been reports from certain California vallevs of coccidi- 
okM pulmonarA- infections which have afflicted infants and 
children of these areas. This has been termed coccidioidomv- 
eoas. and is frequently accompanied by ertThema nodosum. 

RHEUMATIC PNEUMONIA 

In the past decade it has been recognized that a specific 
dieumatic pneumonia may occur in the same wav as a rheu- 
matic polyarthritis. Lesions in the lungs have been demon- 
spated to resemble pathologically the Aschoff bodies in other 
tissues. In virulent cases of rheumatic fever with associated 
rheumatic heart disease an associated rheumatic pneumnnio 
mav often be demonstrated. pneumoma 
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^lor varied from cyanosis to pallor or sickly grayish hue. 
Often the superficial veins of the chest and abdomen were 
prominent and seemed dilated. Patients suffering vith this 
type of the disease were liable to sudden collapse and sudden 
exitus. The vasomotor centers and the heart were severely af- 
fected in this ^nd gave rise to the cardiac and vascular 
failure. 

3. The atonic fonn was characterized by extreme loss of 
tone in the skeletal muscles. The infant lay limp in his crib 
and moved but httle. The arms and legs were flaccid, as 
though paralyzed. Marked asthenia, stupor and muscular re- 
laxation characterized this clim’cal type. 

4. The aiwientary jorin was ushered in by vomiting, diar- 
rhea and the loss of weight. A considerable time elapsed be- 
fore the pulmonary involvement was suspected or detected. 
The weight loss was usually considerable and a moderate to 
marked tjnnpany developed and as the alimentar}’’ symp- 
toms were treated and relieved, pulmonary’’ involvement be- 
came evident. 


5. In the meningeal or eclamptic type of the disease such 
symptoms as rigidity’ of the neck and extremities, opisthot- 
onos, convulsive movements of the eyes and mouth and 
generalized co^^■uIsio^s occurred. These symptoms all sug- 
gested an early’ mem’ngitis. These patients were usually stu- 
porous or unconscious, and this condition usually lasted for 
a number of days. Consciousness returned several day’s before 
the defervescence of the fever. The meningeal form was char- 


acterized by’ recurring convulsions. 

6. The toxic jonn was manifested by an acute fulminat- 
ing onset which in a few hours changed an apparently’ healthy' 
inf ant into an e.vtremely ill one, on the verge of collapse. 
Usually* in this type the fever was high and the cyanosis 
marked. The course was rapid and often fatal -vathin 48 hours 
of onset. It was assumed that these pneumom'as u^ere of 
togenous origin and the accompanymg septicemia cause t e 

rapid and often fatal course. r • I 

The above classification was made entirely on a c/mica 
basis and had nothing to do with etiolop*. There ° 
mixed forms of these various ty’pes of pneumonia. 



DELETERIOUS EFFECTS OF LIPIODOL AND ALCOHOL 
INJECTIONS ON THE TISSUES OF THE CENTRAL 
NERVOUS SYSTEM 


VESESL'GGHEN. M.B_ Ch.M_ M.S_ r-iuC.S.* 


It be£G snES^sred rhst I devote a little tune to a con- 
stsranoa of die 5i edecrs of lipiodol and alcoliol when in- 
',-ttea into the subarachnoid snace. If the discosson is limited 
s^tdy to the ill enects produced br these substances, a ver}' 
^Tc-sded view is obtained, but. if it is reasonable to include 
50n:e or the main indications and advantages, then the subiect 
snould be well worth while. An unrestricted indictment 
^onld cause the pracddoner to be ertremely hesitant in al- 
.otdns the use of diese substances, even when thev are indi- 
catciL 

At the outset it is onlv fair to state that both alcohol and 
fetodol have a veiv definite place in the armamentaria of 
tcose interested in the diagnosis and treatment of disorders 
oL the nervous svsrem. It is also proper to say that both pro- 
cedures have been abused by those unfamiliar with ^eir 
proper indications and use. Some men are inclined to push a 
Staple method bevond the boxmdaries of its proper use. 
u'hich leads to bad' results. I have used these two substances 
^aringly and with a wholesome respect for the damage thev 
can do. This may account for the fact that onlv minor set- 
backs have been observed. It is possible that I have been too 
cot^ervative and that I have faded to use the procedures to 
their fullest advantage, but a perusal of the articles of those 
who introduced these substances shows that thev were well 
aware of necessan* restricrions. 


* .^socjate Professor of Surrrcrv- (Xetuosur<Ten-t 'Rr.-i, f 7 .. . 
Pr^bj-reiian, Cook Cotmw 
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Adverse Experiences with Lipiodol 

I wish to report four cases in which lipiodol produced 
rather minor ill effects following its injection. Although it is 
possible that one or two cases with deleterious effects may 
hare been overlooked, it is unlikely because I have consulted 
not only the files but the memories of members of the staffs 
of the hospitals where these procedures were carried out. The 
doctor who refers a patient to you is very likely to remember 
any harm that comes to the patient. Further, these patients 
have all been completely in my care from start to finish, and 
the reports represent a very personal experience. 

In two instances there was a mild febrile reaction which 
was thought to be due to the lipiodol. In one case there was 
a more marked febrile reaction with what might be described 
as a meningismus, there being a positive Kernig sign, a posi- 
tive Lasegue sign and a stiff neck. This subsided in thirty- 
six to forty-eight hours. 


Qse I.— Miss V. J. was admitted to the Presbyterian Hospital 
on February 19, 1938. She was a very high-strung woman thirty- 
one years of age. About seven months previously she had re- 
ceived an injury to her back while swimming. Since then there 
bad been a constant dull pain in her back at about the level of 
the third lumbar vertebra. This pain was aggravated by move- 
ment of any kind, so that getting about and walking were un- 
comfortable. The pain was also aggravated by coughing and 
sneezing. 

hJeurological examinauon was negative. The third lumbar spine 
'vas verj’- tender to the touch. Flat plates of the lumbar spine were 
negative and so were the e.xaminations of the pelvis and the 
stools and x-ray studies of the gallbladder, chest, stomach and 
colon. An orthopedist did not cast suspicion on the sacro-iliac 
jomts. 


Five cubic centimeters of lipiodol were injected into tht 
lumbar canal with the expectation that a herniated nucleus pul- 
posus would be demonstrated. The fluoroscopic examination oi 
the subarachnoid space did not demonstrate a lesion The oa 
oent, however, reacted adversely to the lipiodol. Sbneen hour 
^ter the mjecaon she complained of pain dorni the bacFs oi 
both legs; her neck was stiff and there was a positiS KeiSr 
well as a Brudzinski sign. Twentj-seven hours ?fter the bj^o^ 
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SUBARACHNOID LIPIODOL INJECTIONS 

Lipiodol is a chemical compoiind of poppy-seed oil wth 
about 40 per cent iodine. The solution is rather irritating and 
should be used trith caution. It is not as generally useful as is 
cominonl}' supposed b}’' the uninitiated, who seem to believe 
that it is the complete answer to the problem of establishing 
the level of cord compression. As a matter of fact, until the 
limelight shone on the s}Tidrome of the herniated nucleus 
pulposus, it had a very luiuted use in hospitals staffed with 
good neurologists. It is an axiom that the better the neuro- 
logical examination, the less the need for contrast media. This 
applies equally well to the use of air for the diagnosis of cere- 
bri lesions. 

Indications for Use 

The principal use of lipiodol is to establish the level of cord 
compression in those cases in which there is a partial spinal 
block. In patients with a herniated miclens ptilposns it estab- 
lishes the level of the projection into the spinal canal, though 
recent articles b)' Spurling and Bradford* have shown that 
here again the neurological picture is usually sufficient to 
localize the lesion. In cases of “slipped disk” in which the 
x-ray picture is positive, the lipiodol can be removed at oper- 
ation a few hours later, thus limiting its chances of causing 
irritation. Because of its irritating effects, it should not be 
used when an inffammator)’" lesion is suspected. 

irritafing Effects 

Lipiodol is radiopaque and is heawer than spinal fluid. 
\ATien it is not removed at operation, it is allowed to gravitate 
to the lower end of the spinal canal, where it comes in contact 
vrith the cauda equina and especially the lower roots. Its 
principal irritative effects are felt at tlu’s point with resulting 
paiTJS in the legs, especially along the course of the sciaac 
nerves. The pain may last from a few hours to ten days or 
more. Pain is the only S}Tnptom and there have not been any 
signs except those associated with pain, such as a Lasegue 

sign. 
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-J p-::en: lud fallen from a horse, landing on the buttocks. For 
years there had been recurring attacks of pain in 
^5 ca^ caul 1958 when the pain had radiated down the back of 
The pain had become much worse in the last four 
aggravated by coughing and sneezing, 
examination was negative e.\cepc for some hv- 
~ outer part of the left tliigh extending up to the 
spinal flmd examination was negative, the total pro- 
'■ cc. Barium examination of tlie colon 

examination of the chest were negative. X-rav 
me lower lumbar spine revealed diickening of the 
Oi me lett sacro-iliac joint. A gvnecologic consultant 
naasss about the size of beans in the cul-de-sac 
these were endometriosis. Tliis idea w.is some- 
—^2 ZT'' by the fact that the sciatic and back pains 

berore and at the beginning of the menstrual 
rsual hboratoiy- examinations of Ae urine and blood 
-C- =ts was the general phx'sical examination. The pa- 

borne children. ’ ^ 

^ injected into the spinal 

2:.° '^"‘^---tlity or die canal could be demonstrated. That 
complained bitterly of pain in the back. The 
£5 end vomited. At noox about thirrv- 

aai r-^' p;ect;ox she telt at her worst with nausea 

Ta? "Tee temperature veas 103' F. bv mouth. 

Tr; sribsicec and she was discharged the next dav. 
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die^ highest ternperature of 101.2° F. ^vas recorded bv mouth. 
This was accompanied bj* a chill. The next dav, about fort}'- 
eight hours after the lipiodol was injected, the temperature was 
normal and aU the signs and most of Ae symptoms were relieved. 
The patient still complained of vague discomfort in the back of 
the legs and this continued for about ten days and then entirelv 
disappeared. 


This is probably the worst reaction to bpiodol which has 
occurred in my experience. It was accompanied by very def- 
inite signs of meningeal irritation as well as an irricarion of 
the roots of the canda equina. In the foUowine case the pa- 
tient did not have much febrile reaction but the general as- 
pects closely’ simulate those of the case just menrioned. 


Case H.— .Mr, A. F., thirty-three years of age, was admitted to 
the Presbyterian Hospital in April. 1955, complaining of an en- 
circling pain radiating from the back and the abdomen just above 
the umbilicus. The pain was more severe on the right side, with 
paresthesia of the right thigh. The pain had been present since 
an accident in 193 1 in which his back was hurt, though apparendy 
no damage was done to the spinal cord. For five or six days the 
back had been very painful and he was put in a cast for five 
months. 

General and neurolooical e-vaminations were negative. On April 
13, 5 cc. of lipiodol was injected into the lumbar subarachnoid 
space and a fluoroscopic examination was made. Xo abnormality 
in the outline of the spinal canal was seen. The following morn- 
ing’ the patient complained of headache and pain in the lower end 
oT the spine. By 4 p.m. his temperature was 102° F. and the h^d- 
ache was severe, requiring sedatives. There were no neurological 
signs. The next morning the temperature was 100° F. and fell to 
normal that evening. 

The patient was discharged on April 16. He was seen again 
on April 20 complaining of pain down the back of both legs 
which had become severe the day foUo-wing his discharge from 
the hospital. These pains continued in spite of sedarives for 
about three weeks and then gradually subsided. 


Case HI.— -Mrs. C B.. thirty-eight years of age. w'p admiued 
to the PresbAterian Hospital 'in April, 1939, for a hpio^ol injec- 
tion to rule out herniated nucleus pulposus. In Xovember, 
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die piiieat had fallen from a horse, landing on the buttocks.^ For 
tTTO or diree vears there had been recurring attacks of pain in 
the back until 1938 rrhen the pain had radiated dotun the back of 
the left leg. The pain had become much worse in the last four 
Eoniis and was aesravated bv coughing and sneezing. 
Xeurological examination was negative except for some hy- 
on the outer part of the left thigh extending up to the 
buttock- The spinal fluid examination was negative, the total pro- 
tein being 45 mg. per lOO cc. Barium examination of the colon 
and fluoroscopic examination of the chest were negative. X-ray 
plates of the lower lumbar spine revealed thickening of the 
siargins of the left sacro-iliac joint. A gynecologic consultant 
ielt two small masses about the size of beans in the cul-de-sac 
and suggested that thee were endometriosis. This idea was soine- 
tthat S^standated bv the fact that the sciatic and back pains 
vrere worse just before and at the beginning of the menscrnal 
period. The usual laboraton' examinations of die urine and blood 
were negative, as was the general physical examination. The pa- 
ceat had not home children. 

Accordingly, 5 cc. of lipiodol was injected into the spinal 
c^a^ Xo abnormality of the canal could be demonstrated. That 
night the patient complained bitterly of para in the back. The 
next day she was nauseated and vomited. At noon, about thirtj'- 
six hours after the injection, she felt at her worst with nausea 
sad pain In the back. The temperature was 100® F. bv mouth. 
The fever rapidiv subsided and she was discharged the next dav- 
pain in the back with aggravation of the sciatic pain con- 
tinued for fourteen, davs. 

The patient still has bouts of sciatic pain and her s\-mptoms 
have continued to progress up to tiie present time (S^tember, 
19i0). The lipiodol was re-examined imder the fiuoroscope. but 
no abnormality could be found. The patient went elsewhere for a 
thoTongh neurological examination and for fluoroscopic stndv of 
the lipiodol bur ^ no abnormalities were demonstrated in the 
^inal canaL The fascia lata has been cut on the left side, uith a 
little relief. 


Here again Acre w-as a negative lipiodol examination in a 
high-strung indmduaL with an adverse reaction which was 
partly objective but mostly subjective 

A fourth patient showed a radler severe reaction was 
of mterest because of his final status. This is a t>-pe of 
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that has been a soiree of ^eat annoyance to insurance com- 
panies and for which the industrial commissions have had to 
hold many hearings. 

Case IV.— Mr. J. H., thirty-five years of age, was admitted to 
the Presbyterian Hospital on August 7, 1938. In November, 1937, 
the patient fell on the ice and hurt his back. For several days the 
back was sore and stifif, making him unable to stoop or to lift 
things. In Alarch, 1938, pain was felt which radiated down the 
back of the left leg from the hip to the ankle. In June attempts 
were made to relieve him by “injecting” the sciatic nerve. He 
was also given intramuscular injections of milk. None of these 
measures stave relief. 

Neurological examination on admission demonstrated a marked 
left Lasegue sign, a slight crossed sign as well as a slight right 
Lasegue sign. All the deep reflexes were lively. There was some 
wasting of the left thigh where the circumference was 1.5 cm. 
less than the right. A small, rather indefinite patch of hypalgesia 
was demonstrated on the outer part of the left leg above the 
lateral malleolus. The pain was of tj^ical sciatic distribution and 
was aggravated by coughing and sneezing. The flat plates of the 
spine were negative. 

Under these circumstances a diagnosis was made of herniated 
nucleus pulposus benveen the fourth and fifth lumbar vertebrae. 
Lipiodol was injected into the lumbar spine at noon on August 
8. During the fluoroscopic examination the patient complained of 
excruciating pain in the left leg each time the lipiodol was made 
to pass the third lumbar vertebra on the left side. This was ob- 
served by the neurological team and the radiologist. No de- 
formity’' of the spinal canal could be demonstrated. 

The patient complained of pain in the back that night and he 
voided early next morm'ng (August 9). During the day he com- 
plained bitterly of pain in both legs, worse in the left, and over 
the coccyx. He was given codeine and aspirin without much re- 
lief. That night the patient felt nauseated, and his temperature 
had risen to 101.6° F. by mouth. The admission temperature had 
been 100° F. During the night and the next day (August 10) the 
patient was in severe pain, requiring morphine in quarter grain 
doses to control it. He was unable to void during this time. His 
temperature returned to norma! in four days and on Augu^ 12 
he voided normally. An epidural injection -^yas made with little 
eff^ect and he -was discharged from the hospital. 
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The patient returned one month later for further observation, 
at tthich time he stated that the exaggerated pain in his legs had 
continued for ten davs after his discharge from the hospital. He 
became dissatisfied and went elsewhere for the laminectomy we 
advised. A protruded disk was found and removed and the pa- 
tient was seen by me ten weeks later.. His wound was draining 
he had developed a sciatic sjTidrome on the opposite side. 
He was immediately sent back to the sturgeon who had operated 
upon him.* 


These cases represent my adverse experiences with lipiodol, 
and after gisfing them due consideration there does not seem 
to be much case for alarm. The substance was used in many 
other cases, especiallv those in which a slipped disk was sus- 
pected, but in most of these the injection was followed within 
t^'o or three hours by operation, at which time some of the 
lipiodol was removed. 

Meningeal Reactions to the ftesence of Lipiodol.—Even 
tvhen the lipiodol is said to have been completelv removed, 
p^ces or even large quantities are subsequently demonstrated 
tn the subarachnoid space. Garland and Morrissey^ have re- 
cently reviewed the literature and studied cases in which lipi- 
odol had previously been injected. In some of these the oil 
tfas said to have been removed but they found several cases in 
tthich the lipiodol was visualized at a later date in the cranial 
cavitv*. They came to the conclusion that it causes httle daro- 
to the brain. In reviewing my experience there seems to 
be httle reason for serious objection on this score to the use 
of hpiodol. The meninges are sure to react to some extent to 
^ny foreign substance in contact vvi± them, li'alsh and Love" 
investigated this meningeal response in twentv'-four cases; 
nearly all the cases showed an increase in the cell count of 
the spinal fluid to 20 or 30 cells per cubic millimeter. The 


• Since \niang the clinic, I have seen a case in wWch the iniecdon of 
“piodol resulted m a vert' severe meningeal reaction with a hitrh f 
pff neck, coma, a verj- high cell count and cloudv fluid, and 
m death. Although in this i^ce *e lipiodol trks injected i^^^v 
w a subacute mflammatort- disease, the attenduur nhvsidan b,d t i 
u represented the only po^ble means of &dini LitthTthM 


condinon tvas present. As the man -n-as failing rapidlv it 
"at-s, have been justified. ® ’ 


a surgical 
may. in some 
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protein in the spinal fluid was also raised. The greatest reac- 
tion u'as 550 po])Tnoiphonuclear neutrophils to the cubic 
millimeter of fluid on the second day. Most of the cases 
studied were of herniated nucleus pulposus. 

Favorable Experience with Lipiodol 

The follondng case report represents, to my mind, the 
proper use of lipiodol: 

CtSE iMrs. R. D., fortj'-nine years of age, was admitted to 
the Presb)'terian Hospital on Januai^'- 20, 1933, complaining of 




rerrebrae (patient in the upright position). 


inabiUtj- to walk and loss of sensation in 
of sensation had been present for a year 
ally progressive difficult)- m walking for eight months. 
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Oa cdmission the padent was barelv able to stand at the bed- 
The deep reflexes w ere exasgerated in the legs; there w as 
eaUe clonus and bilateral extensor plantar response (Babinsld s 
Egn). A senson.' le\ el w as found at the second dioracic segment, 
bat owing to a lansnaEe difnculrv on the part of the patient, 
this level as ascertained from her w as not regarded as being siif- 
ncxntlv trusnvorthv. Spinal puncture revealed an almost com- 
p'rte spinal block and a total protein of 250 mg. per 100 cc. of 
nmd The ^i'assermann reaction w as negative in the spinal fluid, 
dthough when taken elsewhere in 19^ > it was said to be positive. 

A diagnosis w as made of intradural, extramedullarx- spinal cord 
ttmior about the first thoracic segment. Because of the language 
thSculn in the subjective exanunation for level, it was agreed 
upon consultation that it was proper to use lipiodol. On Januarv’ 
5 cc. of hpiodol w as injected mto the cistema magna. Under 
the fluoroscope the lipiodol w as seen to stop at the seventh cer- 
^cal vertebra, with a prong extending from each side to the first 
thoracic vertebra (Fig. 12). There was some reaction, as was ex- 
pected, to the lipiodol arrested in the neck. For two flax's there 
tt'ss a temperature up to 100' F. On Januarv 26 laminectomv 
"as carried out and a meningioma about the size of a large olive 
"as removed from under the first thoracic lamina. The patient 
®ade a steadx' and uneventful recoverx* and xxhen last seen in 
1936 was doing her oxvn housework and appeared normal in 
even* w a\ . Tlie tumor xx as found at the point indicated bx' neu- 
rological exammation and lipiodol might have been omitted, had 
"e felt that the sensorx- lex-el as ascertained from the patient 
" as trustw orthx". 


Bmlialions of fhe Upiodol Examinaiion 

-\s in any other method of investigation, the limitations 
of lipiodol examinanon must be understood in order to use 
It to adx antage, its smiphcitx' has been the cause of its abuse 
m incompetent hands. I understand that industrial commis- 
sions xnexx hpiodol xx-ith pamcular disfavor because of xx hat 
they regard as the objecnonable sequelae of its use. Lipiodol 
found in the spinal ranal by means of x-rav pictures.^ even 
several months after its diagnostic use. is created xvith beina 
the cause of x ague and diffuse pains in the leas and back 
This seems to be accepted m the absence of objective neuro 
logical signs, although the patient presents himself to reedve 
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as much compensation as possible. Many patients who pre- 
sent themselves before commissions complain vehemently of 
headache, dizziness and backache which is said to be due to 
the presence of lipiodol in the canal. It is a matter of fact, 
however, that these often follow spinal puncture and would 
probably be better attributed to the puncture. Puncture head- 
aches are immediately relieved by lying domi. In any case it 
is ejctremely difficult to evaluate the subjective phenomena 
in the individual seeking compensation. These long-drawn- 
out vociferous complaints are Ytry rarely heard from evil- 
doers or those with no possible chance of gain. 

Summary and Conclusions 

To summarize, then, lipiodol should be used sparingly and 
orily in cases in which a proper conclusion cannot be reached 
without it. It can never replace a thorough neurological e.v- 
amination. It will be found most useful in cases with a partial 
spinal block in which a sensory or motor level is hard to 
establish, or in cases in which no block exists. Its use in in- 
stances of suspected herniated nucleus pulposus vith a tj^ical 
example of a proper indication; however, the syndrome is 
now better understood and lipiodol is no longer so important 
in its diagnosis. Lipiodol should not be used if there is any 
evidence of inflammatory disease in the subarachnoid space. 

The substance should be wanned to body temperamre be- 
fore it is used and it can then be injected into the cisterna 
magna or into the lumbar canal. Arrangements should be 
made to carry out any necessary operative procedure imme- 
diately after the injection, when as much of the lipiodol as 
possible should be removed from the subarachnoid space. 
Bearing these points in mind I have found that the use of 
lipiodol in the subarachnoid space is, by and large, beneficial 
to the patient. 

ALCOHOL INJECTIONS FOR THE RELIEF OF 
INTRACTABLE PAIN 

Alcohol when injected into the subarachnoid space pro- 
duces a reaction from the meninges and has a sclerosing e^ct 
on the nen'ous tissue vdth which it comes m contact. 1 i 
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principle of its use here is similar to that in blocking other 
sensor)' nen'es, namely to prevent temporarily the conduc- 
tion of painful impulses. Alcohol has long been used in the 
injection treatment of trigeminal neuralgia. Harris, when in- 
jecting the gasserian (semilunar) ganglion through the fora- 
men ovale, reported untoward results when the substance 
accidentally spilled into the subarachnoid space. 

Dogliotti in 1931 introduced the method of subarachnoid 
alcohol injection into the spinal canal for the relief of intrac- 
table pain. Here again we were provided with a vtty- simple 
technic which really only required a spinal puncture needle 
and some alcohol, with Ae result that the method was used 
indiscriminately and by those unfamiliar with the anatomy 
of the nen'ous s\'stem and unaware of the risks involved 
through introducing a destructive substance close to delicate 
nervous tissue. There were even untoward results reported 
by those who were perfectly familiar with its proper use. 


Deieierious Effeds 


The most common undesirable disturbance following alco- 
hol injection into the subarachnoid space is motor nxeakness 
and bliidder disttirbance. In a fairly active clinic devoted to 
the problem of pain at Cook Count}' Hospital, alcohol is 
osed quite frequently and no untoward results have been 
noticed. The procedure is part of the armamentarium of all 
those who have to deal with pain and it must be employed 
rather frequently. I used the method sparingly and perhaps 
not to its utmost advantage, but at least I am spared the dis- 
appointment of causing further trouble to the patient in pain. 
"Hie bad effects that I mention to you are relayed from the 
literature and from occasional studies made of patients in con- 
sultation. 


As far as I know, no animal experiments have been con- 
ducted measuring the amoimt of nervous damage that alcohol 
does in the subarachnoid space. Alpers found deaenerative 
changes in the cords of parienis who had alcohof iniecred 
though no neurological signs were elicited dorino- life 

, m the inrv- 

.'C. 1 / Chmcr of ^ortb A7,iencj- described the dasical ill ef- 
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as much compensation as possible. .Many patients ■who pre- 
sent themselres before commissions complain vehemently of 
headache, dizzine^ and backache which is said to be due to 
the presence of lipiodol in the canal. It is a matter of fact, 
how ever, that these often follow spinal puncture and would 
probably be better attributed to the puncture. Puncture head- 
aches are immediately relieved by l)^!^ down. In any case it 
is extremely difficult to evaluate the subjective phenomena 
in the individual seeking compensation. These long-draun- 
out vociferous complaints are very rarely heard from evil- 
doers or those uith no possible chance of gain. 

Summary and Conclusions 

To summarize, then, lipiodol should be used sparingly and 
onJy in cases in avhicJ? a proper conclusion cannot be reached 
icithout it. It can never replace a thorough neurological e.x- 
amination. It will be found most useful in cases with a partial 
spinal block in tvhich a sensory or motor level is hard to 
establish, or in cases in which no block exists. Its use in in- 
stances of suspected herniated nucleus pulposus udth a uyical 
example of a proper indication; ho'n'ever, the s}*ndrome is 
now better understood and h’piodol is no longer so imporanr 
in its diagnosis. Lipiodol should nor be used if there is any 
evidence of inflamm atory* disease in the subarachnoid space. 

The substance should be u-armed to body temperature be- 
fore it is used and it can then be injected into the cistema 
magna or into the lumbar canal. Arrangements shoiild be 
made to carry out any necessan* operative procedure imme- 
diately' after the injection, when as much of the lipiodol as 
possible should be removed from the subarachnoid space 
Bearing these points in mind I hare found that the use of 
lipiodol in the subarachnoid space is. by and large, beneficial 
to the patient. 

ALCOHOL INJECTIONS FOR THE RELIEF OF 
INTRACTABLE PAIN 

Alcohol when injected into the subarachnoid space pro- 
duces a reaction from the meninges and has a sclerosmg ef^ct 
on the nervous tissue ufitb which it comes in contact. e 
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principle of its use here is siniilar to that in hloclring oAer 
sensorv nerres, namely to prevent temporarily the conduc- 
tion of painful impulses. Alcohol has long been used in Ae 
injecrion treatment of trigeminal neuralgia. Harris, when in- 
jecdna the gasserian (semilunar) ganglion through the fora- 
men ovale, 'reported untoward resulcs when the substance 
acddentallv spilled into the subarachnoid space. 

Dosliora in 1931 introduced the method of subarachnoid 
alcohol injection into the spinal canal for the relief of intrac- 
table pain. Here again we were provided with a vexv'- simple 
technic which really only required a spinal puncture needle 
and some alcohol, with Ae result that the method was used 
indiscriminatelv and by those unfamiliar with the anatomy 
of the nervous st'stem and unaware of the risks involved 
through introdncing a destmctive substance close to delicate 
nervous tissue. There were even untoward results reported 
bv those who were perfectly farmliar with its proper use. 

Dgisfencus Enech 

The most common underirable disturbance following alco- 
hol injecrion into the subarachnoid space is viotor -zcsakness 
and bhdder disrurbjnce. In a fairly active clinic devoted to 
the problem of pain at Cook Count}* HospitaL alcohol is 
used quite frequently and no untoward re^ts have been 
noticed. The procedure is part of the armamentarium of all 
those who have to deal with pain and it must be emploved 
rather frequently. 1 used the method sparinglv and perhaps 
not to its utmost advantage, but at least I am ^ared the dis- 
appomtmenr of canring further trouble to the patient in para. 
The bad efiecB that I mention to yon are relaved from the 
literature and from occasional studies made of parients in con- 
sultation. 

^ As far as I know, no animal experiments hare been con- 
ducted measuring the amount of nervous damage that alcohol 
does in Ae subarachnoid space. Alpets found degenerative 
chang^ in the cords of parients who had alcohor injected 
though no neuro'.ogical signs vrere elicited during life 
Dn Grou of Philadelphia, in a recent article Ln the 
i.j. Us7}:cs or ^om■ A7!:encj.- described the classical ffl ef- 
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fects of this procedure. Most of the trouble is caused by the 
mtproper position of the patient and the use of too much 
alcohol. Groff has produced an excellent article describing 
the proper technic to be employed. The complications are 
described under the following headings: (1) Headache, nau- 
sea and vomiting due to ascent of the alcohol. I believe that 
some of these symptoms are occasioned by making the spinal 
puncture in persons who are in severe pain and who may 
already be emaciated and weak. (2) Motor weakness due to 
improper position of the patient and the use of too large a 
quantity of alcohol. Groff believes that 9 mm. is the maxi- 
mum amount of absolute alcohol which can safely be used 
in the subarachnoid space. (3) Incontinence of urine and 
feces from the use of too much alcohol too high up, i.e., in 
the region of the second and third lumbar vertebrae. (4) In 
one case in which alcohol was injected into the first thoracic 
vertebra, a transverse ?nyelitis resulted. Groff quotes Alpers 
as saying that the injection should never be done above the 
first lumbar vertebra. 

I have never injected alcohol above the second lumbar 
vertebra and I have never injected more than I cc. of absolute 
alcohol at a time. Much attention is given to the position of 
the patient. Perhaps there has been some undue timidity on 
my part but at least the method has not suffered. The results 
have been satisfactory to good in about 50 per cent of cases, 
and no deleterious effect.s have been observed, except in one 
instance. 


Illustrative Cases 

Case VI.— An elderly woman was admitted to the Presbyterian 
Hospital in the spring of 1934 with intractable pain in the legs 
due to a metastatic growth in the spine from a carcinoma of the 
breast removed at operation two years before. 

The patient was given three injections, each or l cc. ot ab- 
solute alcohol in four days, in an attempt to P®'"' 

The first injection had relieved the pain in the left g vo 

iniections were required to relieve the pain in the rig it. c ay 
foUowing the third mjection the patient 
disoriented and acted in many ways like one suhe 
holic delirium tremens. This condiDon lasted to / 
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\^Tien, later, she became coherent, it was learned that her legs 
were free from pain. The medical attendant, the nemological 
consultant and I all felt that the sudden change m *e paaent 
was in some way connected -with the injection of the alcohol 
into the subaraclmoid space. 

Although the case I am about to report scarcely be 
described^as an untoward result from the injection of alcohol, 
I mention it to draw attendon to the fact that a pain may be 
so severe that almost any procedure is justified. I described 
this case in a recent article on intractable pain but since then 
there have been fiuther developments. 


Gise ^^I.-AIr. G. K., thirtj^-nine years of age, w^as admitted 
to the Presb)U;eri£in Hospital in October, 1939, complaining of 
constant knifelike pain in the perineum. In February, 1939, a 
bladder tumor, as well as his left kidney, had been removed. In 
August, 1939, a fturther operation was performed on the bladder 
tumor, which -was said to be papilloma. The pain in the perineum 
had been present for a month before the second operation. In 
September, 1939, the patient was having severe pain in the 
perineum, and as his bowels did not move properly and becarrse 
of the pain, his abdomen u'as opened and adhesions between the 
bowel and bladder were reported to have been removed. The 
pain in the perineum tvas not abated. An epidural injection did 
not relieve him. 

On October 14 an epidural injection w^as given by me wdth in- 
stant relief. A few days later, with the patient in suitable posi- 
tion, 1 cc. of absolute alcohol was injected between the fourth 
and fifth lumbar vertebrae. This was done very slowly. At first 
there was a burning sensation in the perineum w^hich disappeared 
m about a half an hour. However, the patient immediately becran 
to experience more difficult)- in empt)-ing his bladder than°he 
had before the injection. Next day an indwelling catheter tvas 
inserted. Six weeks after the injection he was beginnino- to void 
without the catheter. The pain disappeared ndth the injection. 
Soon the function of the bladder will return and so will the pain! 


This IS the case report as it appears in another paper. The 
paaent re^ed at the beginning of May, 1940, coinplainintr 
of the old permeal pam. The function of the bladder wa°s 
airl) good. On May 5, 1940, a bilateral cordotomy xvas done 
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fects of this procedure. Most of the trouble is caused by the 
bnproper position of the patient and the use of too much 
cilcohol. Groff has produced an excellent article describincf 
the proper technic to be employed. The complications are 
described under the foUoudng headings: (1) Headache, nau- 
sea and ’vomiting due to ascent of the alcohol. I believe that 
some of these sjnnptoms are occasioned by making the spinal 
puncture in persons M'ho are in severe pain and who may 
already be emaciated and weak. (2) Motor weakness due to 
improper position of the patient and the use of too large a 
quantit}' of alcohol. Groff believes that 9 mm. is the maxi- 
mum amount of absolute alcohol which can safely be used 
in the subarachnoid space. (3) Incontinence of urine and 
feces from the use of too much alcohol too high up, i.e., in 
the region of the second and third lumbar vertebrae. (4) In 
one case in which alcohol was injected into the first thoracic 
vertebra, a trans\'erse myelitis rented. Groff quotes Alpers 
as saying that the injection should never be done above the 
first lumbar vertebra. 

I have never injected alcohol above the second lumbar 
vertebra and I have never injected more than 1 cc. of absolute 
alcohol at a time. Much attention is given to the position of 
the patient. Perhaps there has been some undue timidit)' on 
my part but at least the method has not suffered. The results 
have been satisfactor)^ to good in about 50 per cent of cases, 
and no deleterious effects have been observed, except in one 
instance. 


Illustrafive Cases 

Case \rr.— An elderl}* woman was admitted to the Presbytenan 
Hospital in the spring of 1934 with intractable pain in the legs 
due to a metastatic grovnh in the ^ine from a carcinoma of the 
breast removed at operation two years before. 

The patient was given three injections, each of 1 cc. of ab- 
solute dcohol in four days, in an attempt to relieve the pain. 
The first injection had relieved the pain in the left 
injections were required to relieve the pain in the right. The day 
foUowing the third injection the patient ^ 

disorienSd and acted in many waxj like one ^^v” 

holic delirium tremens. This condinon lasted for sesenii oass. 
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COARCTATION OF THE AORTA 
A Preseniation oP Two Symptomless Patients 
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and 
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Ix these days of medicine when the sphygmomanometer 
plat's such an essential part in the physical examination, read- 
ings on the instrument of a high value too often are used to 
diagnose a disease rather than to determine a physical find- 
ing. We. frequently fall into the error of evaluating the high 
reading immediately as the disease, essential hjqiertension, of 
the benign or malignant variety. The routine office or clinic 
study of the padent otherwise udll show no marked abnormal 
deviadon, so that “benign essential hjqjertension” becomes 
the diagnosis. An occasional review of the many various 
causes of the s)'mptom, h}q)ertension, can well be of value, 
as the foUoudng case illustrates. 


CASE 1 


History.—]. H., a wlute youth aged seventeen years, was re- 
ferred to us after several e.vaminers had discovered hj’pertension, 
with a diagnosis of high blood pressure or essential hj'pertension. 
His sister, a nurse, requested that something be done for this 
pressvire elevation. He has no particular complaints, except that 
he notices some slight dyspnea on violent exertion, appreciable 
for the past six or seven years. He is working as a clerk during 
the summer vacation, and attending high school durina: the school 
year. Measles at three years of age, diphtheria at "four and a 
tonsillectomy at eight constitute the only significant past com- 
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at the third thoracic segment, wth complete relief of pain 
until the patient died, the victim of ejaensive malionant dis- 
ease, two months later. ° 

Advantages 

Although a good deal has been said about the destrucdve 
effect of alcohol, we must weigh the advantages against the 
disadvantages. There is a group of neurologists and neuro- 
surgeons who throw up their hands in horror at the idea of 
letting alcohol roam about near delicate nen^ous tissue. 
Nevertheless, a patient in severe pain must obtain relief, 
quickly and with as little risk as possible. Neither can one be 
too squeamish about giving relief to patients whose life ex- 
pectancy is verj* short. It is probably better to end one’s daj^s 
in comparative comfort and in full control of one’s mental 
faculties, even if one has some motor weakness and perhaps 
an indwelling catheter. The alternatives are cordotomy with 
its operative risk or many continued and inadequate injections 
of morphine vith the accompanying apprehensive attitude 
and the blurred mentality. 


CONCLUSION 

Mention has been made of the deleterious effects of lipi- 
odol and alcohol when injected into the subarachnoid space. 
Because the procedures are vdthin the techm'cal scope of all 
medical practitioners, there is all the more reason to empha- 
size the dangers and drawbacks, as well as the necessity for 
a clear understanding of the proper techm’c. 
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side at the lower margin of the eighth and ninth nbs, just below 
the angle of the scapula, fTominem fuhapng I'csseh are noticed, 
throbbing and pushing out the skin unth each pulsation. _The\ 
are noticeable for a distance of about 2 cm. Likewise, m the 
interscapular area on both sides on a level tvith the transvp^e 
Spine of the scapulae we see pulsating vessels which course diag- 
onallj* downward for about 5 cm., disappearing underneath the 
scapulae. 

Of course, immediately, the diagnosis is thus suggested and 
blood pressure detetminadons made on the right arm show a 



Fig. 34 (Case I) Qiest film. Very pronounced rib escavations axe notice- 
able. The aortic knob is absent. 

level of 196 mm. of mercur)- s)-stolic and 100 diastolic. The 
femoral pulse is barely appreciable, but no blood pressure reading 
can be obtained on either loiver e.xtremit}-. The dorsalis ped§ 
pulse cannot be obtained on either foot. 

X~ray Exximnnioti.—Thls interesting case of coarctation of 
the aorta demands further investigation. Temperature readinos in 
the mouth are normal. The 6-foot film of the chest reveals’ the 
h^ tykh slight enlargement to the left and extensive scalloping 
of thrower logins of the third to the ninth ribs inclusive (Fi? 
34). The scallopmg is ver^' marked particularly on the left side 
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plaints. There has been no history of rheumatic infection, grow- 
ing pains, chorea or severe attacks of tonsillitis. The patient is of 
more than average intelh’gence, has an excellent body build and 
is very active physically. 

Physical Exa7ni77ation.— The physical exarm’nation reveals a 
blood pressure reading of 190 mm. of mercur}’^ S}^stolic and 100 



Fit'. 33.-Diaeram iUustraring coarctation of the ^ 

anastomoses. Remand’s patient v^o died at n-ej-nvo j e^^^ 
Romaud, “Observation d une obliteration presque P 
etc.” J. hebd. de med., 1828, 1: 161.) 


diastolic. The heart is slightly 

..rra m thc left of the midstemal line vitn the ape.v 
inrercostal space. There j a ™ra”'and is mns- 

S°ed“ciol“s™ eSne the hU o„ the left 



COARCTATIOX OF THE AORTA 


273 


T in Lead I. In fact, Ti and T 4 are equal to the fspective R 
waves. Farther study shou's normal circulanon trnie b} dechoun, 
normal venous pressure and normal vital capacity . 


DUcussion 

This patient demonstrates most of the classical evidence en- 
countered in the constriction or obliteration of the descend- 
ing arch of the aorta at the point of insertion of the nonnally 
obliterated ductus arteriosus. There results, as seen in this 
individual, the estenrive collateral circiilamn between the 
posterior scapular, interscapular and subscapular arteries, in 
addition to the superior intercostal branch of the subclavian 
artery (all of which receive blood from the aorta above the 
site of constriction, and deliver it to the aortic intercostals 
which pour this blood into the aorta below the coarctation). 

As in this patient, the collateral circulation frequently 
gives rise to an increase in she of the collateralized vessels, 
owing to the abnormal amotmt and pressure of the blood 
which these vessels cany. Consequently, where they contact 
bone such as the inferior rib margins and vessel angulation 
points, erosion uf the bone results wliicb is so beautifully 
illustrated in the roentgenogram of the chest. 

The major collateral circulation in this patient thus appears 
to be by way .of the intercostal aneries, thus accounting for 
the magnimde of the changes in the ribs. Stress must be laid 
on the fact that the physical examination reveals the diag- 
nosis. 

CASE II 

History. —The patient, a white man eighteen vears of a^e, was 
referred to us by his phv-sician because of hj’p'eriiension. He com- 
plains of precordial pain. He has been found to have a blood 
pressure of 198 mm. of mercu^- ^-stolic and 60 diastolic, and a 
diagnosis of rheumatic heart disease with micral and aortic val- 
vulitis has been suggested. The histon- reveak several attacks of 
severe tonsillitis for which tousillectorny was performed at eiaht 
vears of age. He is above the average in mental and intellecmal 
development, having finished high school and now being oc- 
cupied in defense work on an eleven or trvelve hour dailv ^ched- 
me, often working seven days a week. 
fkystcal Ermnnjrfwj.-The blood pressure on the right arm 
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especially the eighth and ninth ribs, ■where the pulsating inter- 
costals "0 ere noted on the physical examination. This e.xcaratfon 
of bone is not accompanied by- thickening or new bone forma- 
tion. In the flat plate there is an absence of the aortic knob. 




Lead 1.— Beween rieht and left arms. 




Lead 5.— Between left arm and left leg. 



Lead 4. 


Fia. 35 (Case I).— Electrocardiogram. 


' In the left oblique film the aorric arch is poorlr visualized and 
terminates very abruptly^ at the isthmus. The retro-aomc and 
retrocardiac spaces are clear. 

EJectTOCuTdwgTjphy.— The electrocardiograpluc tracm^ ( 

35) reveals the tendenev to right a.xis deviation with a prominent 
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is 198 nun. of mercu^* systolic and 60 diastolic, ^wth a sound 
audible below this diastob’c level, which disappears when the 
reading is down to 10 mm. of mercurj*. The left arm reading is 
190 sj'stoh’c and 8 diastoh'c, rwth the diastoUc sound disappearins’ 
at 40 mm. of mercury. The radial pulse is of the tj'pical aortic 
regurgitation n-pe. The carotids, however, do not throb wo- 
lendy. The apex beat is forcible in the sixth intercostal space 
12 cm. to the left of the midstemal line. Upon palpating the 
heart apex, the lower edge of the hand feels a thrill or bruit 
which was not palpable at the ape.x. On moving the hand down- 




Fis. 36 (Case 11) .-Chest film showing cardiac enlargement, nb excat a- 
dons, absence of aortic knob and straight left border of aortic shadow. 


ward just below the thoracic insertion of the left recrvs, a small 
mass IS palpable where this bruit arises-a cirsoid aneur)-sinal 
dilatation, '^^'’ith the stethoscope, the murmur audible here can be 
traced downward along the left rectus abdominis muscle for 


"rtf rs 

ds show no pulsanon. Upon examinanon of the oac 
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Fig. 40 (Case 11).— Srediogiaphic regisirations of the various locadoas 
descnbed in the text. The numbeis shosv the sound track lines xrith the 
douoie-speed eiectrocardiogram of Lead 2 below for the purpose of rirninu 
the murmurs. * 
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interscapular areas on both sides at the level of the trans\'erse 
spines of the scapulae, large, obliquely coursing arteries are found 
which pulsate vigorously. 

H-Tay Excn7iination.~-^T\i& chest film (Fig. 36) shows the heart 
to have a markedly increased transi'^erse diameter, giving the ap- 
pearance of a combination of an aortic and mitral valve lesion. 
The aortic knob is absent. The oblique films (Figs. 37 and 38), 
left and right, show an absence of the descending thoracic aortic 



Fig. 39 (Case II).— Electrocardiogram. 


shadow with a very short aortic arch. Upon close inspection, 
scalloping of the inferior rib margins again is seen, although the 
scalloping is not nearly so evident as in the first patient. The 
electrocardiographic tracing (Fig. 39) again shows the tendency 
to riirht a.vis deviation, with T greater than R in Lead 3. 

Oscillometry.— The oscillometer is placed upon the right and 
left arms, with readings of 7 and 6 respectively. Blood pr^sure 
readings on the legs are unsuccessful. The oscillometer shows 
maximum deflections of 3 on the thighs and 2 on the calves and. 
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rion of the aorta tsith aordc regurgitation. Theii^ciency 
was accompanied by a bic\^id aortic valve. This proba ) 
is present in our second patient. 

Evidence regarding the collateral circulation, obtained on 
phj-sical and x-ray examination, points to anastomoses of the 
intercostal arteries. Anastomotis is demonstrated, first, b} tbe 
presence of pulsating arteries on the back in the interscapular 
area— the posterior scapular, the suprascapular and the sub- 
scapular vesels. The excavations of the lower rib margins 
which are seen in the x-ray film, axe further proof of the 
presence of anastomoses of tiie intercostals. 

The cirsoid anenr\"smal mass in the left rectus muscle 
marks the anastomo^ of the left internal mammart* arteiy* 
with the deep epigastric arteiy' which poms the blood into 
die atteries of the left leg. Tbe stethographic registration of 
the thrill also shows the time it requires for the blood to get 
from the heart to the locarion of the cirsoid anenrysm. 

The chest film shows the great broadening of the trans- 
verse diameter of the heart and the convexit}’’ to the right of 
the aortic shadow. The films from both patients rer^ the 
characteristic contotir of the left border of die aorta, 'nidi 
absence of the aortic knob. In the oblique film, especially the 
left oblique, the retro-aortic and retrocardiac spaces are dear 
areas which normally should be hazy, marking as they nor- 
mally do the descending arch and upper part of the descend- 
ing thoracic aorta. In neither patient is there extreme dil- 
amdon of the proximal aorta, although the narrowing and 
kinldng in the region of the aortic isthmus can be seen, 

PROGNOSIS 

A few words should be devoted to the future outlook for 
these two individuals. They have found encouragement in 
the case record of Reynaud’s patient, a man with coarctation 
of the aorta who lived to the age of ninetj*-two, without ap- 
parent inconvenience. However, we are well aware that lir- 
mg 'sridi such an anomaly is quite hazardous. Termination 
may be sudden or subacute. Sudden death from inmperi- 
wdial or extrapericardial rupture of the aorta may ensue. 
Uissectmg aneurysm for aordc rupture may occur. Cerebral 
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'although the needle moves when the cuff is placed upon the foot, 
no definite reading can be made. 

Stethographic Stzidies.—Axi interesting set of stethographic 
registrations have been made, using rapidly moving electrocardio- 
grams for ti m i ng purposes (Fig. 40). Number 1 registers a sys- 
tolic murmur over the sistlr right sternocostal articulation. Num- 
ber 2, taken at the apex of the heart, reveals prest^olic and s)*s- 
tolic murmurs with a fainter diastolic murmur. In No. 3, taken 
at the aortic interspace, the rough aortic sj-stolic murmur uith 
the diastolic murmm- is seen. In No. 4, taken over the right 
carotid in the neck, the long sj’stolic and diastolic murmurs are 
visualized. The sound beU was placed over the cirsoid anetuj'sm 
in tracing No. 5 and the late bruit is visible at the time of the T 
wave in the Lead 2 electrocardiogram. The Lead 2 electrocardio- 
gram was used nith all of the stethographic tracings. 

Discussion 


This patient demonstrates again the fact that the physical 
examination alone supplies sufficient evidence for the diag- 
nosis of coarctation of the aorta. Most of the characteristic 
features of this anomaly are well illustrated. It is found most 
often in the male sex, and usually in highly developed indi- 
viduals of more than average intelligence. The patient usually 
possesses great energy*, ambition and bodily vigor, as evi- 
denced in this instance in which he was found to be working 


six and often seven days a week. 

Mffiile the patient’s temperature, when taken by mouth, 
did not show fever, his lower extremities felt cooler than the 


upper, although no surface temperature readings were made. 
The hypertension in the upper extremities together utith ab- 
sence of femoral pulsation and the inability to obtain blood 
pressure values in the loixer limbs, is one of the most impor- 
tant features of the anomaly. True it is, that the pressures in 
the upper limbs indicated aortic regurgitation. However, the 
absence of pulsation and the absence in the femoral arter}" of 
the characteristic vascular features like Durotiez’s murmurs 
and Traube’s pistol shot soimds. and toning, indicate that a 
complicated aortic insufficiency exists, 
case described by Dr. Maude Abbott m her Atlas of Con- 
aStal Cardiac Disease,” page 20, concerns a case of coarcta- 
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ische7}iia. There has been demonstrated an appreciable de- 
crease in renal blood flotr even though the glomerular filtra- 
tion rate is normal. Glomerular efferent arteriolar spasm 
which is present is sEcotldaTy and compensator^' . 

TREATMENT 

The only treatment indicated is an attempt to prevent the 
aforementioned modes of termination. Recoverj' has been 
described in the subacute bacterial endocarditis which com- 
plicates this anomaljn 
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hemorrhage due to the hypertension and to the presence of 
multiple anei^'sms of the cerebral vessels is a frequent cause 
of sudden exitus. Subacute bacterial endocarditis is often en- 
countered, occasionally an acute endocarditis. A few indi- 
wduals succumb to cardiac failure of the congestive tj'pe. 


ETIOLOGY 


In the introductory paragraph of this clinic we suggested 
that the various causes of the S}Tnptom, hjqjertension, should 
be occasionally reviewed. The reference here was to the 
climcal varieties of hjyertension rather than to its causative 
mechanisms. For example, hjyiertension may be a symptom 
secondar)' to a renal disease like glomerulonephritis. It occurs 
in various diseases of the endocrine glands, such as tumors of 
the suprarenals and Cushing’s sjmdrome. Cardiovascular dis- 
eases like complete heart block, coarctation of the aorta and 
aortic regurgitation are accompanied by elevation of blood 
pressure. A variet}'- of lesions in the intracranial cavity may 
have the associated s}''mptom of hypertension. Emotional 
causes induce elet^adon of pressure. 

Today the theory that essential hj’pertension is the result 
of a pressor substance liberated by the kidney is more and 
more vddely accepted. In the case of coarctation, the experi- 
mental and clinical e\ridence is interpreted differently by nvo 
opposing schools of thought. By one the view is entertained 
that the hjyertension is uiechamcal, the result of obstrucrion 
close to the heart. Supporting this is the clinical obsen^ation 
correlated v\ith experimental data that the amount of rise in 
the blood pressure is roughly proportional to the degree of 
obstrucrion of the blood flow. Thus the greater the degree of 
stenosis, the greater the rise in blood pressure. A'asodilator 
and vasopressor drugs give equivocal results although the^ ac- 
tion on the blood vessels of the upper and lower extremities 
is appro.ximately the same. E-xperimentally, when aortic qb- 
strucnon is produced paralleling coarctarion, the inducqon 
of renal ischemia influences very little the acute hjyertension 


induced by ligation of the aorta. 

Another group of investigators believes that the coarcta- 
tion causes the rise in the blood pressure by producing renal 
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ischendi. There has been demonstrated an appreciable de- 
crease in renai blood flo'w even though the glomerular filtra- 
tion rate is normal. Glomerular efferent arteriolar spasm 
which is present is secorsdary and compensator)'. 

TREATMENT 

The onl}' treatment indicated is an attempt to prevent die 
aforementioned modes of termination. Recover)' has been 
described in the subacute bacterial endocarditis which com- 
plicates this anomaly. 
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hemorrhage due to the hypertension and to the presence of 
multiple anet^-sms of the cerebral vessels is a frequent cause 
of sudden exitus. Subacute bacterial endocarditis is often en- 
countered, occasionally an acute endocarditis. A few indi- 
viduals succumb to cardiac failure of the congestive type. 


ETIOLOGY 


In the introductory paragraph of this clinic we suggested 
that the various causes of the sj'^mptom, hypertension, should 
be occasionally retuewed. The reference here was to the 
climcal varieties of hypertension rather than to its causative 
mechanisms. For example, hjqiertension may be a sjunprom 
secondar)' to a renal disease like glomerulonephritis. It occurs 
in various diseases of the endocrine glands, such as tumors of 
the suprarenals and Cushing’s sj'ndrome. Cardiovascular dis- 
eases hke complete heart block, coarctation of the aorta and 
aortic regurgitation are accompanied by elevation of blood 
pressure. A variet)’’ of lesions in the intracranial cavity may 
have the associated symptom of hypertension. Emotional 
causes induce elevation of pressure. 

Today the theory that essential h}q)ertension is the result 
of a pressor substance hberated by the kidney is more and 
more vndely accepted. In the case of coarctation, the experi- 
mental and clinical evidence is interpreted differently by two 
opposing schools of thought. By one the view is entertained 
that the h}y)ertension is viechanical, the result of obstruction 
close to the heart. Supporting this is the clinical obsen'^ation 
correlated -with e.xperimental data that the amount of rise in 
the blood pressure is roughly proportional to the degree of 
obstruction of the blood flow. Thus the greater the degree of 
stenosis, the greater the rise in blood pressure. A^asodilator 
and vasopressor drugs give equivocal results although the ac- 
tion on the blood vessek of the upper and lower extremities 
is approximately the same. E.xperimentally, when aortic ob- 
struction is produced paralleling coarctation, the induction 
of renal ischemia influences very little the acute hypertension 

induced by ligation of the aorta. 

Another sroup of investigators believes that the coarcta- 
tion causes die rise in the blood pressure producing renal 
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HODGKIN'S DISEASE; VEGETATIVE AND ULCERATIVE 
ENDOCARDITIS 

CSHca! fir.d Patf.olocicsl Conferences af CcoL ConnL)' HospHal* 


WALTER SCH\LLER, M.D.^ 
and 

LEROY H. SLOAN, M.D^ F.A.C.P4 

Dr. Schiller: T^'e are presenting to you this morning a 
resume of four patients obsen'cd on tlie Medical bcn'icc of 
the Cook Count}' Hospital and followed through to the post- 
mortem examination, giring us an opportunity to discuss the 
clinical and pathological findings. 


HODGKIN'S DISEASE 


Case i 

Our first patient is a forty-year-old white woman who has 
complained of nervousness and exhaustion for over a year, 
night sweats for about thirty days, swollen inguinal lymph 
glands for three weeks, and chills and fever for three days. 
In the past year the patient has become increasingly nciwous 
and exhausted without presenting sulhcicnt clinical evidence 
to warrant a diagnosis. During the last four months tlic tired 
feeling and exhaustion have become acute. Night sweats have 
been present virtually every night. A swelling in the right 
groin has been tender to touch. With tlie ousel of the chills 
and fever there ha.s developed wcaknc.ss, aching of tlic 
muscles, marked thirst and genera! ajvilliy. ITcadaclics and 
dizzy spells have also been present recently. In ibe past his- 
tory we find scarlet fever, tonsillitis, pneuiiioni!i, measles and 
mumps. The patient has had two pregnancies, with abort ions 
2ttwo and four months respectively, 

‘Qinic of Dr. Walter Schiller, Clinical Oimnicni hy Dr. Lrltoy ]J, 


t Director of the Patholojtical Denarff/ifrit, (>;f/l; C/mmy 1 Io',()](.il. 

Mcditine, University of Illinois (UiUrm of Medidiici 
Attending Physician, C/,r,U 0,tinty f 
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lar\- line. Multiple adhesions are observed between the g^blad- 
der and the right lobe of the liver. The left plema! cavity is com- 
pletely obliterated bv fibrous adhesions. The right plet^ cavit) 
has focal fibrous adhesions at the apex. The penc^^ sac con- 
tains a few cubic centimeters of an amber-colored fluid. 

The heart weighs 200 gm. The myocardium is extremely soft, 
and pale purplish red. The left ventricle wall measure 10 mm. 
and die right 2 mm. The pulmonar}- arter\' is_74 mm. in circum- 
ference. The aorta measures 63 mm. and the intima shovi's tingle 
fatt\' and hvaline plaques. The endocardium in the supravaltmlar 
region is thickened. There is slight thickening of the free edge 
of the mitral valve. The coronar\' arteries show a slight thicken- 


ing of the wall; their lumina are eveiv-where patent. 

The thyroid gland weighs 20 gm. It is moderately firm and 
on section is seen to be light yellowish red and moderatel}* rich 
in colloid. 


The spleen weighs 190 gm. Its consistency is diminished and its 
capsule is thin an'd smooth. On section it is seen to be light tan- 
yeliow in color, uith deep, purple-red acinar centers. There are 
focal areas of light tan-yellow, firm tissue scattered throughout 
the liver parenchyma, measuring from 3 mm. up to 50 mm. The 
hver parenchstna surrounding these areas is bright yellow. There 
are focal areas which are wedge-shaped and deep purple-red. 

The adrenals weigh 24 gm. Thev are soft. The cortex is bright 
yellow and measures 1 mm. The medulla is liquefied. 

The perigastric and the peripancreatic lymph nodes are en- 
larged up to 15 mm. in diameter, stonv hard and on section are 
light tan ntth many hemorrhages present. 

The hilar Ivmph nodes of the liver and at the junction of the 
cvstic and hepatic ducts are similar. 

The pjTjcrejj weighs 100 gm. It is soft and on section is light 
yellou-isb tan and miifonnlv lobulated. 


The pleural surface of the left lung is thickened throughout 
and ail lobes are crepitant. On section both lobes are"^liCTht 
purple-red and slightly moist with a frothv fluid. The mucosa 
of the bronchi is light reddish tan widt a thin mucoid material 
covermg the nssue. The peribronchial Ivmph nodes of the hilum, 
yP moderately firm and anthracotic. The rio-ht 

ung s osys a smooth and glistening pleural surface. All the lobes 

^ reddish grav and 

nViS' The mucosa of the broncH and the hil^ Wh 

nodes are similar to the left lung. ' 
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Physical Examination 

On admission to the hospital general examination revealed a 
patient who was seriously ill. The temperature, however, was 
Only 98.6° F. at the time of the actual examination. There were 
many discrete, somewhat tender, small cer\ncal lymph glands. 
The axillary and supraclavicular glands were enlarged, chscrete 
and tender. Examination of the heart disclosed no abnormalities, 
and the lungs were also normal. The liver was enlarged one 
fingerbreadth below the costal margin. No palpable masses were 
found in the abdomen, and there was no tenderness. The spleen 
was not palpable. The inguinal glands were enlarged, more on 
the right side than on the left, and were, in general, discrete and 
freely movable though occasionally a matting together had oc- 
curred. Seven days after admission the patient developed petechial 
hemorrhages in the gums, tenderness over the liver, distention of 
the abdomen, elevation of temperature; she became progressively 
stuporous and died. 

Laboratory Studies 

Hematologic examination revealed 69 per cent hemoglobin, 
3,730,000 red cells, 2100 white cells, with a differential count of 
95 per cent polymorphonuclear leukocytes, 4 per cent Ijmpho- 
cjnes and 1 per cent myelocytes. The Wassermann blood test 
was negative. Urinalysis was essentially negative. The nonprotein 
nitrogen of the blood was moderately elevated as was also the 
uric acid. The last hematologic examination was reported as 
showing a moderate hyperplasia of the bone marrow and de- 
velopmental arrest of the granulocytes at the myelocyte stage, 
vdth a marked displacement of the erjnhroid series. 

Postmortem Examination 

The body is that of a slenderly built, white female. The skin 
over the entire body is slightly icteric. The conjunctiva is yellow- 
tan and slightly edematous. The mucosa of the lips and mouth is 
purph’sh tan. The fingernails are cyanotic. The I)Tnph glands of 
the neck are slightly enlarged. There are multiple subcutaneous 
petechiae especially in the upper and lov'er extremities and on 
the neck and the chest. There is a slight pitting edema of both 

lower extremities. . 

The liver extends 8 cm. below the right costal margin. 1 nere 
is 1000 cc. of a clear amber-colored fluid in the peritoneal caviy. 
The lower pole of the spleen is at the eleventh rib, posterior a.xil- 
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lar\' line. Multiple adhesions are observed beween the g^blad- 
der and die risht lobe of the liver. The left pletiral ccr^ity is com- 
pletelv obliterated by fibrous adhesions. The right plewal cavity 
has focal fibrous adhesions at the apex. The pencardial sac con- 
tains a few cubic centimeters of an amber-colored fluid. 

The heart weighs 200 gm. The mimcardium is extremely soft, 
and pale purplish red. TTe left ventricle wall measures 10 mm. 
and the risiht 2 mm. The puhnonaty’ arterj* is_74 mm. in circum- 
ference. The aorta measures 63 mm. and the intima sbou's single 
fam* and hvaline plaques. The endocardium in the supravalmlar 
resion is thickened. There is slight thickening of the free edge 
of the mitral valve. The coronaty* arteries show a slight thicken- 
ing of the wall; their lumina are eveiywhere patent. 

The thyroid gland weighs 20 gm. It is moderately firm and 
on section is seen to be light yellownsh red and moderately rich 
in colloid. 


The spleen weighs 190 gm. Its consistency is diminished and its 
capsule is thin and smooA. On section it is seen to be light tan- 
yellow in color, uith deep, purple-red acinar centers. There are 
focal areas of light tan-vellow, firm tissue scattered throughout 
the liver parenchima. measuring from 3 mm. up to 30 mm. The 
liver parenchima surrounding Aese areas is bright yellow. There 
are focal areas which are wedge-shaped and deep purple-red. 

The adrenals weigh 24 gm. TTiey are soft. The cortex is bright 
yellow and measures 1 mm. The medulla is liquefied. 

The perigastric and the peripancreatic lymph nodes are en- 
Ityged up to 15 mm. in diameter, stonv hard and on section are 
light tan with manv hemorrhages present. 

The hilar hmph nodes of the liver and at the junction of the 
cj-snc and hepatic ducts are similar. 

The pancreas weighs 100 gm. It is soft and on section is light 
yellowish tan and uniformly lobulaied. 

The pleural surface of the left lung is thickened throughout 
and all lobes are crepitant. On section both lobes are''lic^ht 
p^le-red and slightly moist with a frothy fluid. The mucosa 
of the bronchi is light reddish tan tvith a dtin mucoid material 
covermg the tissue. The peribronchial hmph nodes of the hilum, 
up to 12 mm., are moderately firm and anthracoric. The rioht 
lung shoys a smooth and glistening pleural surface. All the lobes 

mucosa of the bronchi and the hikr hmph 
nodes are similar to the left lung. ' ^ 
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Tlie kidneys together weigh 300 gm. Their consistencv is in- 
creased. The capsule strips -nath ease Iea\-ing a smooth bro-wn- 
tan surface. On section die cortex measures S mm. and the mark- 
ings are distinct. 

The urinary bladder presents a light vellow-tan. moderatelv 
trabeculated mucosa. 

The ceraix is light tan; a dark, purple-red, blood-tinged, 
mucoid material can be expressed. The cerxical canal is filled nith 
blood-tinged mucinous material. In the fundus of the uterus is a 
dark purple-red submucous fibroid measuring 2^ by I by 2 cm. 
There are several intramural fibroids up to 5 mm. in diameter. 
The fimbriated ends of both fallopian tubes are occluded and 
filled with a clear serous fluid. 

The leptojnenijiges over the frontal and the parietal lobes show 
a mild diminution in trasparencv in the form of verx’^ fine whitish 
streaks. The vessels at the base do not appear significantlj- athero- 
sclerotic. Serial slides through the brain stem and cerebellum re- 
veal no significant abnormities, except for a small multilocular 
ciAst formation in the choroid ple.xus at the beginning of the pos- 
terior horn of tiie right lateral ventricle. 


Anatomical Diagnosis 

1. Hodgkin’s hunphogranulomatosis involring the perigastric, 
peripancreatic, porto-bifiarj’' and iliac Ijmiph nodes. 

2. Hodgkin’s infiltration of the liver. 

3. Bronm atrophy of the myocardium noth marked dilatation 
of the cardiac chambers. 

4. Marked cloudy swelling and passive congestion of the liver 
and the Iddnet's. 

5. Slight p^ve congestion of the lungs. 

6. Priman* tuberculous complex of the left upper pulmonaix' 
lobe. 

7. Bilateral hvdrosalpiux. 

8. Infarcted pedunculated poh-p of the fundus of the uterus. 

9. Icterus. 

10. Icteric nephrosis. 


Microscopic Pathology 

The brain presents a mild decree of fibrous tissue hyperplasia. 
The trancrlion cells in some places show degenerative changes, 
some of tiiem corresponding to the picture of a chronic 
disease and others to that of simple ganglion cell disease. These 
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chsnses are assodared vnth slight glkl proliferation a^ecdng 
chieSv olisodendroglia. 

The kidney presets congestion of glomerular nuts ■i^nth gran- 
ular deseneradon of tubular epirhelhrm- _ _ ^ 

The 'inyocTTulum shovv'S a moderately distinct striation ot cells 
and broTm pisment at both poles of the nuclei. There is a slight 
fatn* infiltradon in the muscle cells. 

The spleen shotvs larse. distinct and sharply demarcated K mph 
follicles consisdnsT ot large Ivrnphocttes mtfaout gemunal 
centers. The sinusoids are stuffed with blood and the pulp h 
similarlv consested v.ith red blood cells. The lymph nodes pre- 
sent numerous eosinophilic lenkocj'tes, and red-staining necrodc 
material v.ith pvknodc nuclei. TTiere are numerous large oval 
cells, the protoplasm of which consists of deep, red-staining, 
granular masses. There are a few Dorothy Reed giant cells. The 
inStradon of the Ivmph nodes extends to the adjacent fat dsue. 

The liver presents in the central parts of the acini a hemor- 
rhagic necrosis v.ith moderate passive congesdon. The necrodc 
liver cells contain a few brown bile pigment granules and still 
more of these granules can be seen in the Kupfer cells which pre- 
sent a pylmodc nucleus. The periportal fields are small and sur- 
round^ by dense infiltradon of large numerous monocstes and 
some leukoctnes. 'Ihis infiltradon extends into the stroma of the 
periponal fields. Where the liver cell trabecnlae are preserved the 
sinusoids contain, with the normal red blood corpuscles, larse 
tnonocv'tes similar to the infiltrating cells described above. 


years of age. 


Cess 11 

Our second patient is a tvfcfre vim, trezsnt'j 
who came into the hospital complaining of shortness of 
breath and loss of 50 pounds in weight within the last eleven 
months. He was quite well until about eleven months ago 
when he became d\-spneic on slight exerrion. and snordv 
theicaiicr even when at rest. He was in the hospital seven 
months, during which time the dyspnea and orthopnea be- 
c^e so marked that it was necessary- to aspirate the chest on 
uiree diff^erent occasioris. A vellowisa waterv fiuid with a 
low sp^c gravity- was removed- X-ray treatments were 
given. There was no history of rheumatic fever. The Darienr 
complameo o. marked sv.-eating but there was no cough or 
edema of tne feet or ankles. 
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Examinaflon and Hospifal Oourse 

On. admission, examination sho^^■ed a man of fair general nutri- 
tion, verj' white and pale. The fingernails and toenails were 
cyanotic. The chest was emphysematous and of the conformation 
Imown as “pigeon breast,” In the supraclavicular fossa on both 
sides was an almond-sized gland; smaller discrete, walnut-sized 
glands were easily palpable and freely movable in both a.xillar}’^ 
areas. The epitrochlear, cervical and inguinal glands were not 
enlarged above the normal. The heart borders were easily made 
out, but the cardiac dullness was increased both to right and left. 
The tones tvere muffled and distant, the rhythm regular, and no 
murmurs were heard. 

The temperature on admission was 100.2° F., pulse rate 120, 
and respiratorj’^ rate 26, but during the patient’s sojourn in the 
hospital his temperature cun^e oscillated between 98° and 103° F. 
The blood pressure was 110 mm. of mercury ^’stolic and 50 
diastolic. 

A pericardial tap was attempted lateral to the apex but no 
fluid was obtained. An axillar)’^ lymph node was removed for 
biopsy. The Mantomc test was entirely negative. Paracentesis of 
the left chest returned 60 cc. of straw-colored fluid. 

The patient failed rapidly, complained of much precordial 
pain, dyspnea and weakness and expired suddenly. 

Laborafory Studies 

The laboratoi^^ findings showed nothing significant in the 
urine except a few white blood cells. The hemoglobin was 60 
per cent, red blood cells 3,920,000, and white blood cells 12,000 
to 16,000. The differential count showed 81 per cent polymor- 
phonuclear leukocytes, 15 per cent htnphocytes and 4 per cent 
monocytes. X-ray of the chest was reported as showing a peri- 
cardiaf effiision with marked passive congestion. Sputum tests 
revealed no tubercle bacilli. Wassermann and Kahn reactions 
were both negative. The electrocardiogram was reponed as 
showing myocS-dial damage, slight right axis deviation, and sinus 
tachycardia. Nonprotein nitrogen of the blood was 33 mg. and 
creatinine 1.1 mg. per 100 cc. 

Postmortem Examination 

The bodv is that of a veil dev’cloped. veil nourished, white 
male. The skin is white and pale, Conjunctivae are pale, but the 
fingernails and toenails are cyanotic. There is no pitting edema. 
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In both asillar}' regions are firm, easily palpable hmiph nodes the 
size of a chesmut on the right, of a chert}' on the left. There is 
a slight bulging of the intercostal spaces especiallv of the lower 
thorax 

Tht fentonej} cazity is free. The peritoneal serosa is smooth 
and shiny, and the liver and spleen are unchanged. Upon remov- 
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several, large, smooch-ivalled cavities within the tumor mass 
which contain a slightly turbid, brovui, serous fluid. In the in- 
ferior and posterior parts the mass is stony hard and can be 
separated oifly with di&culty from the diaphragms, the vertebral 
column, and from the articulating parts of the ribs. 

Both pleural cavities are completel}’’ obliterated, and the lungs 
are compressed by the mediastinal mass. In the left upper pleural 
cavity is an encapsulated pleural effusion of a h’ght yellow, turbid 
fluid amounting to 400 cc. The bronchial and peritracheal lymph 
nodes are markedl^’^ enlarged up to 3 cm. in diameter, and on 
section are white, homogeneous and fibrotic. The viyocardhnn 
is flabby, contracted and pale purplish red. Both lungs are com- 
pressed and on section pinlash gray in color, moist, and free from 
foreign tissue. 

The liver weighs 1500 gm., its capsule is thin, consistent:)’' soft, 
and color dark brown with moderately distinct markings of pas- 
sive congestion. The spleen weighs 180 gm., its capsule is smooth, 
gray and the consistency soft; on section it is dark purplish 
brown and the l)’mphoid follicles are small and distinct. The 
pancreas weighs 90 gm. It is soft and on section is purplish gray 
tvith a few pinhead-sized areas of fat necrosis. The other ab- 
dominal organs, the ductless glands and the brain show no path- 
ologic conditions with the exception of the periaortic l^ph 
nodes which are enlarged to a diameter of 3 cm. and on section 
are grayish white and firm. 

Microscopic Examinaiion 

The enlarged lymph nodes present a marked increase in the 
reticulo-endothelid cells. The main part of the parench)’ma con- 
sists of a fibrous granulation tissue which in many parts shows a 
diminished number of nuclei and progressive fibrosis (Fig. 42). 
There are focal accumulations of l)'mphoc)tes and leukocytes, 
and a sreat number of Dorothy Reed giant cells. No eosinophil 
leukocytes are present. This characteristic Hodgkin's granulation 
tissue extends beyond the capsule in several of the Ivmph nodes 
(Fig. 43). The matted hunph nodes are embedded in a mass of 
granulation tissue, yet are sharply demarcated vithin the mass. 
The tissue surrounding the pericardial sac is of a similar natime 
and here, too, in the interior part several l)'mph nodes can be 
seen which are embedded in the ^anulation tissue but are s^l 
sharply demarcated. The fibrous tissue component of the med/- 
astinal and pericardial mass is much more prominent than m any 
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Other are^, but is less cellular and more compact. There are 
accumulations of l}Tnphoc^T:es, large monoc>-tic elements and 
scattered leukoc\n:es. 

The liver presents moderate passive congestion by diffuse dila- 
tation of the sinusoids around the central veins, "with compression 
of the innermost part of the liver cell trabeciffae. The stain for 
fat reveals that the Kupfer cells are stuffed unth sudanophilic 
droplets. The spleen presents smaU, distinct lymph folh’cles, the 
trabeculae are thin, and the sinusoids are stuffed with red blood 
cells. The pulp is slightly ffbrotic. The rem aining tissues show 
no pathologic changes. 

Anafomical Diagnosis 

1. Hodgkin’s disease involving the mediastinnm, the space be- 
ts\-een the pleura and pericardium, both pleural cavities, and the 
superior aspect of the diaphragm. 

2. Exudate in the left plenrd cavitj* with compression atelec- 
tasis of the left lung. 

3. Hodgkin's disease of the axUlan" I^-mph nodes on both sides, 
and of the periaortic, the abdominal, the bronchial, the tracheal 
and the pulxnonain' hilar l^nnph nodes. 

4. Involution of the heart. 

5. Passive congestion and parenchvmatous degeneration of the 
liver. 

Pathological Discussion 

The diagnosis in these cases was confirmed by the only 
reliable method known, namely histologic examinarion of 
CTcised ussne. The classicaJ picrare of Hodgkin’s disease is 
unmistakable, but the early picture may be so lacking in 
specific, confirmatory' evidence as to make possible only a 
tentative diagnosis. 

In our second patient a specific tissue bearing the char- 
acteristics of granulation tissue spread in a preformed space 
between the pericardium and the mediastinal pleura -m'thout 
invasion of the walls. The process involved the Ivmph nodes 
which are connected to the primary' focus by' ly-mph vessels. 
This method of propagation is found in many' infiammaror^' 
infections as well as in carcinomatous and other neopl^c 
deposits. On the other hand, there is no other process which 
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produces such extensive masses of granulation tissue bem een 
neighboring serous membranes as the specific l}Tnphogranu- 
lomatous ledon of Hod^bin’s disease. _ 

■\^Tule the pathologic^ picture at times giv^ one the im- 
pression of a neopla^ic tumor, most pathologists agree that, 
ral-incr into consideration the larger histologic and climcal 
characteristics, this disease is an inflammatory' one in "uhich 
the whole retictilo-endochelial st'stem is involved. 

Climcal Discussion 

Dr. LeRov H. Sloa>-. Hodgkin’s disease is a fairly com- 
mon condition here at the County' Hospital. At times the 
diagnoas can be tvell established on the bistort' alone, while 
occasionally it is entirely impossible except at autopst' and 
after very' careful microscopic examination of many sections 
of tissue. There has long been disagreement as to whether 
Hodgkin’s disease is a tinnor or is due to acute and chronic 
infl3vn?mory reactions of the reticulo-endothelial tissue. Ap- 
parently the pathologists are well agreed that Hodgkin’s dis- 
ease is an inflammatory' reaction of such tissue to a toidc 
process and is not a true neoplasm, but as clinicians we are 
all struck with the great similarity' of the disease to malignant 
tumor growth. However, when one sees the very' todc 
reaction of a patient to generalized Hodgkin's disease, and 
when he notes the characteristic Pel-Ebstein fever, he is im- 
pressed with the probable inflammatory character of the 
lesion. 

should dismiss the idea that Hodgkin's disease is a dis- 
ease purely of a set of lymph glands of a particular portion 
of Ae bod}-, although the average patient will come in com- 
plaining of the enlargement of a gland either of the neck, the 
supraclavicular area, the arilla, the inguinal area or perhaps 
of enlargement of the spleen. We do see instances occa- 
aon^y in which the process seems to be limited strictly to 
the internal glands and organs, but ordinarilv it is likely that 
cervical and axill^- glands are but the signal of mediastinal 
involvement and inguinal glands but the external evidence of 
abaominal involvement. 
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Clinical Feafures of Hodgkin's Disease 

Our patients generally are relatively young, between the 
ages of twenty and fort}^, \idth perhaps the majority betvxen 
tv enty and thirt)' years of age. Males predominate. The most 
frequent complaint is of enlargement of a gland commonly 
in the neck, the supraclavicular area, the axillary area or the 
inguinal area. The enlarged glands are discrete, and freelv 
movable, are not matted together until vety late, and are 
generally the size of a pea or walnut, although they may 
reach huge proportions. They are usually bilateral. 

The spleen is enlarged in at least 60 per cent of the patients 
and the liver in from 40 to 50 per cent. Early the condition is 
glandular, that is, its principal features are enlargement of 
glands and compression of organs. Later the picture may be- 
come that of a blood dyscrasia, of a septic undisclosed fever, 
of a paraplegia, of compression of cerebral structures, of 
blockade of the outlet of the stomach, of a nephrosis-like 
syndrome vtith amyloidosis, edema, anasarca, pleural effusion, 
pericardial effusion and ascites. 

Other complaints of the patient vtith Hodgkin’s disease 
are progressive voeakness, exhaustion, recurrent bouts of 
fever, loss of weight, dyspnea, orthopnea, profuse svceating, 
pruritus, cough, and pain due to compression of nen^es and 
blood vessels, enlargement of the abdomen, chills and edema 
of the feet, ankles and later of other structures. 

On physical examination the patient may appear to be en- 
tirely normal except for the glandular increase, or he may 
present a most miserable picture of toxic exhaustion vith 
pallor, edema, petechial hemorrhages, cyanosis, orthopnea 
and so on. The blood picture unfortunately is not charac- 
teristic. We all look for the early eosinophilia but too often 
find it absent. 

Diagnostic Criteria 

The only rehable method of absolute diagnosis is biopsy, 
that is, the removal of a characteristically typical gland (one 
which is sufficiently enlarged and discrete and known to have 
recently enlarged) and microscopic examination of such a 
Hand by a competent pathologist. As in all other procedures, 
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experience in examining such glands is verx* necessar}-, but 
even in the most expert hands the tissue taken in earl\ Hodg- 
kin’s disease may appear to be of a nonspecific t\^e. In this 
hospital we have learned to be biopsj* conscious as a result of 
Dr. Jaffe’s constant stimulation. Perhaps we get a bit too en- 
thusiastic at times but the principle of “better a look than a 
guess” is incontrovertible. 

The Gordon test is occasionally helpful in the diagnosis. 
This is carried out bv emulsifjting the removed gland in ster- 
ile saline and injecting the material into the brain of a rabbit. 
A positive test is evidenced by encephalitis and ataxia. How- 
ever, rhic test is not specific but is a response to the eosino- 
philic cells and perhaps we shall have to discard it. 

A neglected test which is easily available is of the basal 
tnetabolisyn, which is increased sufficiently often to be of real 
service, particularly in suspected abdominal Hodgkin’s disease. 
In fact, given a fairly normal blood count, the aforemen- 
tioned sxmptoms, perastent fever and nothing pathognom- 
onic, Hodgkin’s disease is well worth careful consideration. 

One of the most interesting associations in Hodgkin’s dis- 
ease is the Pel-Ebstein fever. This fever is cyclic and recur- 
rent; it reaches a maximum in about three davs, hangs at a 
high peak for about three daj-s, then returns in about three 
dap to a normal, the cvcle thus occup}-ing roughl}' ten 
dap (at times fourteen davs). For about the same number of 
dap there is little or no fever, then the cycle begins ^ain. 
This fever cycle seems to have no good reason for beginning 
or for ending, but it does impress the clinician with the 
general mflammator)- nature of what he has perhaps been 
considering a localized glandular process. It suggests that 
there is taking place a reaction of the reticulo-endothelial 


straccures to a toxm or a foreign protein, and helps to em- 
phasize the hmphogranulomatous and reticulo-endotheliosis- 
like nature of the underh-m^ process. 

How long does the p^dogic process of Hodgkin’s dis- 
ease go onr Experience in this vicinit}* would make the 
penod from SIX to t\ventv--four months, "but in the literature 
the process has been as acute as one month, and in private 
pracnce as long-contmued as several years. The pniritus. 
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the st\’'eating, the elevation of the basal metabolism, the in- 
volvement of the skin with urticaria, with pigmentation, and 
vdth secondarj' results of pruritus all show how closely the 
process may be linked with the leukemias— to say nothing of 
the actud appearance and feel of the glands themselves. The 
neurologist sees Hodgkin’s disease as an infiltrating process or 
compression syndrome which may produce a paraplegia, or 
isolated cranii ner\'e palsy, or sjnnptoms thought charac- 
teristic of localized brain tumor. The orthopedist may see the 
condition as a sclerosing osteitis of the spinal vertebrae or an 
osteoclastic process. The dermatologist may see a picture of 
urticaria, pruritus and other features which appear to be quite 
limited to the skin. 


Treatment of Hodgkin's Disease 

Opinion is dii-ided on the real benefits of x-ray and radium 
therapy, but I am sure that all of us would prefer that careful 
and skillful therapy be given rather than that we depend 
upon the do-nothing policy advocated at one rime or another. 
I am sure that many of the distressing symptoms of this dis- 
ease can be promptly relieved by x-ray or radium therapy, 
and that patients can be made much more comfortable for 
considerable periods. 

Perhaps the newest attack by irradiated phosphorus may 
be of real value in Hodgkin’s disease and its closely allied 
condition, leukemia. Time will tell. For combating the ane- 
mia, the sweating, die e.xhaustion and the pruritus one may 
employ sjouptomatic treatment, but most of these symp- 
toms will disappear as the generalized granulomatous en- 
dotheliosis disappears following x-ray therapy. Transfusions, 
nutritious diet and iron, liver, vitamin, arsenic and ultra- 
violet therapy, all have a place in the management of these 
patients. 

VEGETATIVE AND ULCERATIVE ENDOCARDITIS 


Case III 

year-old Negro gul, entered die Cook 


The patient, w/j/ree//-) 1.11/ -i/... X , 

Counts' Hospital complaining of severe headache, v hic a 
been present for three days. On the third day this headache 
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became so severe that she was forced to remain in bed. On 
attemptins to rise from bed her limbs would become numb 
and limp.'' She had a mild convulave seizure and collapsed, 
but was not unconscious at any time. On one occasion she 
attempted to rise and walk, but was unable to do so. and had 
to be carried back to bed. She began to vomit all food and 
liquid intake. On the morning of admission she had several 
chills associated rvith epistaxis. The headache did not respond 
at any time to ordinary medication. She was a knotvn cardiac 
patient and had been attending a special school for cardiac 
patients. About a year aso she had a similar but less severe 
anack. The onset of the rheumatic fever was at six years. 


Examinatton and Hospital Course 

On admission to the hospital the patient’s temperature was 
99.2' F., pulse SO, respirator)* rate 24, blood pressure 130 mm. of 
mercun* st'stolic and 40 diastolic. The principal observations 
vere softness of the neck, postoccipital tenderness, enlargement 
of the heart to the left, a rough s\-stolic murmur heard over the 
entire cardiac area and an irregular heart rate. 

Twelve hours after admission the pao'ent became comatose, 
frothy fluid issued from the nose and mouth, and there were 
slight tonic convulsive seizures. The apical rate thirty minutes 
later was ISS; she became markedlj* cv^anodc with shallow res- 
pirations, and expired. 

The laboratory findings were without significance, except for 
the presence of hv'pocluomasia with anisocvtotis. The l^’asser- 
mann test was negative. 


Poshnorlem ExaminaHon 


The body is that of a well-nourished, Negro female. There is 
no pittmg edema. The mucosa of the conjunctiva, lips and 
mouth is pale. ’’ 


There has been a postmortem digestion of the fundus of the 
^mach and ga^c contents are hi the left upper quadrant. 
;;^e ^psule of the spleen is covered bv this diru' Wm material 
The mtestinal^ps are sHghtly distended with" sas. The midline 
fat IS 1/ nra. T^e hver extends 55 mm. below the xiphoid process 
and IS at the right costal margin. The risht diaphr^ is at S 
fo^ mtercostd space. The right pleurd caviw is free and Se 
left pleural cant)* contains 400 cc of a turbid brown, serous 
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fluid. The pericardial sac contains 40 cc. of a similar dark, purpli 
brow n fluid. The mucosa of the esophagus is thickened an 
white. The submucosal veins are moderately dilated. The thymi 
ueighs 31 gm. and is pale, grayish tan and lobulated 
The heivt ueighs 410 gm. The ventricles are markedly dilate 
and hypeiU'ophied. The right ventricle is veil contracted an 
Its myocaidium is firm and pale pink. The left ventricle measun 
17 mm. and the right ventricle 2 mm. thick. The pulmonary ai 
tery measures SO mm. and the aorta 62 mm. m circumferenci 
The free niaigin of the mitral valve is covered with firm, pin 
gray, verrucous precipitations. Tliere are also similar vegetation 
on the endocardium of the left auricle. The greatest porno 
of the middle leaflet is ulcerated and there is present a perforatio; 
measuring 28 bv 9 mm. The chordae tendineae are of nomit 
length and slightly thickened. The aortic leaflets are slightly thick 
ened at the fiee margins, but otheiwise unchanged. The remainin' 
valves are free. The coronary' arteries are thin-u'alled and smooth 
and their lumina are patent. 

The left lung shows a few' adhesions benveen the nvo lobe 
and the apex is free. On section it is dark, purple-gray and slightlj 
moist, with a few subpleural pmhead-size petechiae. The mucos; 
of the bronchi is light tan and is covered by a blood-tmgec 
mucoid material. The Ivmph nodes of the hiliis are anthracotic 
and soft. The right pleural cavity is free. All the lobes arc feather\ 
and crepitant. On section it is light pinkish gray and slightly moist 
u ith a frothy, blood-tinged fluid. 

The thyroid w eighs 320 gm. and is moderateh firm On section 
It is grayish tan and homogeneous. 

The spleen w eighs 320 gm. Its capsule is gra) , slightly thickened 
and of soft consistency. On section it is purple-brow n with num- 
erous disnnct 1\ niphoid follicles ' 

The stoniiich is moderateh contracted The mucous membrane 
is pale gray. The folds and rugae are moderateh prominent. The 
fundus IS absent .as a result of postmortem digestion. 

The panel Cits weighs 60 gm It is soft and lobulated and upon 
section is a gra\ ish tan in color 
The kidneys weiRh 520 gm. TIjc left kidney is firm and the 
capsule strips with ease lea\mg a gra\ ish tan. smooth surface On 
section the cortex measures 10 mm and the markings arc distinct 
The psramids are daik and purple-red. and the pchis is gra\ ish 
white and smooth. The right kidncr is similar to the left The 
urinary bladder contains a few cubic centimeters of a s ightiv 


\XGETATn'E AXD ULCERATnX ESHOCVRDITIS 


299 


turbid, yellow urine. The mucous membrane is pale, gray-pink 
and smooth. The vagina is smooth and gray-tan. The certvT is 
smooth and white, with a circular fold at the anterior lip. The 
icterus measures SO by 50 by 30 mm.; the endometrium is thin, 
pale purplish gray and smooth. The fallopian Tubes are slightly 
elongated (12 cm.), thin-walled and convoluted. The right ovary 
measures 35 by 21 by 16 mm. and on section is seen to contain 
a few small follicles. The left ovary is similar. The rectum is 
moderatelv dilated and the mucosa is pale yellotvish gray and 
thin. 

The liver weighs 1380 gm. The capsule is thin and on section 
markings are of a distinct pale and purple-graj*. 

The gallbladder contains 20 cc. of a thin, greenish-black bile. 
The mucous membrane is dark green and thin. The adrenals 
weigh 9 gm. and are soft. The cortex measures less than 1 mm. 
The meduUa is light grav and soft. The mucosa of the stnall in- 
testine is gravish green." The folds are high and hunphoid fol- 
licles in the lower 3eum are large and distinct. The Pej*er’s patches 
are elevated and distinct. The large intestines are dilated, the mu- 
cous membrane is light gray and the hunphoid follicles are ht-per- 
trophied. 

The brain of the left hemisphere contains varying amounts of 
blood in the subarachnoid space. There is a hemorrhagic exudate, 
1 mm. in thickness, over the base of the brain covering the pons 
and continuing into the mesencephalo-cerebral angle. The center 
of the left cerebral hemisphere shows a large softened area 4 cm. 
in diameter, which contains clotted blood. The softening in the 
left hemisphere has completely destroyed the basal ganglia and 
most of the central white matter. The brain stem andTcerebellum 
proper show no gross abnormalities. There is a vein in the supe- 
rior frontal sulcus which is large and distended with a thrombus. 


Microscopic Pathology 

The heart muscle fibers present a varien- of pale, swollen, and 
dark shrunken nuclei. The interstitial septa are edematous and 
many of them contain rs-pical Aschoff nodes, laro-e cells with 
basophilic protoplasm and some giant cells. The sSdan HI stain 
reveals no fat deposits. The mitral valve is markedlv thickened 
as a r^t of prohferanon of fibrous tissues and also "an increi^d 
vasmJantv The stMace of the valve shotvs a marked nec^^ 
and IS mfiltrated bv pol.vmorphonuclear and round cS ST 
„,.a.a«ly be„carf. th. nacrotic ,r«. There is a p„liS: 
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arion of young fibroblasts beneath the necrotic and inflammatory 
area. 

The kidneys present many enlarged glomeruli which exhibit a 
worked increased cellularity. Some show hyalinization, some pro- 
liferation of Bowman’s epithelium. There is a moderate round 
cell infiltration around a number of the glomeruli. Some of these 
tubuli adjacent to the glomeruli are filled with red blood cells 
and in general the tubular epithelium is swollen and slightly 
granular. The small arterioles show a thickening of the intima and 
media, mostly by edema. 

The izwg shows some alveoli filled with red blood cells and 
fibrin. The interstitial capillaries are dilated and stuffed with red 
blood cells. 

The thymus reveals a diffuse distribution of the lymphoid cells 
and numerous Hassal’s corpuscles. The liver cells are sivoUen. 
The sinusoids are dilated and congested with red blood cells. The 
Desse spaces are markedly enlarged and filled with pale-staining 
protein material, and the Sudan HI stain reveals no fat deposit. 

The spleen presents numerous large Ijnnphoid follicles which 
consist almost entirely of germinal centers. The sinusoids are 
dilated and filled with red blood cells. 

The brain reveals a dense infiltration of the subarachnoid space, 
especially within the depths of the sulci, with erj'throc)n:es. In 
one of these sulci the w'all of a thin leptomeningeal vein is densely 
infiltrated wnth Ijunphocytes and numerous polymorphonuclear 
leukocytes. The adjacent cortex contains scattered fresh petechial 
hemorrhages. The wall of the vein is disintegrated. In this area 
the white matter has a spongj^ seminecrotic appearance. 

Anafomlcal Diagnosis 

1. Acute rheumatic pancarditis. 

2. Acute ulcerative and vegetative endocarditis of the mitral 
valve. 

3. Acute hemorrhagic softening and subarachnoid hemor- 
rhages in the left cerebral hemisphere resulting from multiple 
septic emboh'. 

4. Hx’yertrophy and dilatation of the cardiac chambers, espe- 
cially the left. . , . 

5. Beginning hemorrhagic bronchopneumorua m tnc ngiu 

lower pulmonary lobe. , , j 

6. Hemorrhagic pleural effusion in the left pleural cawty. 
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with moderate compression atelectasis of the left lower pul- 

7. Petechial hemorrhages of the pleura of both lower lobes. 

8. Passhre consestion of the spleen, liver and kidne}*s. 

9. Infectious hvperplasia of the spleen. 

10. Status thy*rnicolvmphaticus with perastent thjmus, n^- 
rowed aorta, and h\'perplastic hmphatics of the spleen and in- 
testines. 

11. Infantilism of the fallopian tubes. 

12. Postmortem digestion of the fundus of the stomach. 

Pathological Discussion 

This patient presents many of the features of a 15*1)1031 
rheumatic infection followed" by* a terminal endocarditis of 
infectious ty'pe. The onset of her difficulties was at six 5 *ears 
of age, and thereafter for nine years, until her death, she was 
under special cardiac management and protected by* special 
arrangement as to schooling. Her exitus is a result of rheu- 
matic and ulcerative endocarditis, emboli, cerebral soften- 
ing associated vith such emboli, subarachnoid hemorrhage 
and a general infection. 

In children the interval between the onset of rheumatic 
endocarditis and vegetative ulcerative endocarditis is shorter 
than in adults. After rheumatic endocarditis one is dealing with 
a period of more or less compensated heart failure, with fibro- 
plasnc deformity* of the mitral valve, which usually* results in 
the well known mitral insufficiency* or steno^ or both. From 
such valves or from the endocardium benign emboli com- 
monly* arise, and mural thrombi form as a result of the de- 
fonmty* of the valve and are thrown out into the general 
circffiation. The rheumatic endocarditis was still in full activ- 
it}* in our patient. Aschoff nodes were present in the m 5 *o- 
cardiurn. ^ egecarive endocarditis with such a high decree of 
ulceration shows such activit)*. "" ^ 

There are three t}*pes of fatal outcome in rheumatic in- 
fections: (1) during the acute phase of rheumatic pancardi- 
m and IB associated joint changes; ( 2 ) by decompensation 
dvinr^ the phase ot chronic fibroblastic deformity* of the 
valve; and { 3 ) by* superimposed acute vegetative "endocar- 
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ditis which usually occurs during this phase of fibroblastic 
deformity. A large number of patients reach compensation 
but contract a secondari'^ Streptococcus viridans infection by 
way of the tonsils and nasophar}Tigeal lymphatic tissues. 
Streptococci in the blood stream attack the already weakened 
endocardium of the mitral valve, causing an acute vegetative 
endocarditis. Rheumatic infection involves primarily the myo- 
cardial septa and the endothelial ceUs of the endocardium, 
the endothehal lining of the joint articulations and eventually 
of the blood capillaries. A culture of the spleen of our pa- 
tient showed Streptococcus viridans. 

Case IV 

Our last patient this morning is a v'hite male aged seventy- 
seven years who on admission gave a histoty of a chill nvo 
weeks previously- lasting for a hdf day and followed by fever, 
cough, substemal pain and dyspnea. He expectorated a 
brownish material. He complained of no particular pleural 
pain and had been quite well up to the onset of his present 
complaint. 

Examination and Hospital Course 
On examination his temperature was 105° F., respirations 30, 
pulse rate 120, blood pressure normal. Examination of the lungs 
disclosed only those minimal findings which might be associated 
with a scattered bronchitis. The heart was of normal size, svith 
normal rhythm and pulse. No murmurs were heard. The liver 
was one finserbreadth below the level of the xiphoid process. 
X-ray^ of the lungs showed no consolidation. A diagnosis of acute 
bronchial pneumonia in an elderly- patient was made and he was 
ftiven sulfathiazole. There was no response. He became very 
to.xic and comatose, vdth a temperature of 105° F. There was 
some question as to the presence of petechial hemorrhages in the 
conjunctiva. Three days after admission the patient succumbed. 

Laboratory Studies 

Examination of the urine, blood, nonprotein mtrogcn and 
creatinine was of no significance. The blood uric acid was ? mg. 
per 100 cc. Hemoglobin was 62 per cent, red cells l//u,uuu, 
white cells 13,300. Differential blood count showed S9 per cent 
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poh-morphonuclears, 6 per cent hmphocj^es, 4 per cent mono- 
cytes, and 1 per cent undifferennated cells. 

Postmorlem Examination 

The principal findings are in the heart (Fig. 44). The peri 
cardial sac contains a few cubic centimeters of turbid, serous 
fluid. The right pleural cavin' is obliterated b)' fibrous adhesom. 
The heart, w'hich weighs 460 gm., is slightly enlarged and the 



Fig. 44 (Case r\').— Because of the short duration of this acute endo- 
carditis the ^entricles are not thickened. Of the three aortic leaflets the 
left tvhich is split show3 only moderate sclerotic thickening of the indma- 
The right and the posterior leaflets along; the free margin and the adjacent 
internal pans are covered by finely, adherent, moderately soft, grav, 
fibrinous, and red hemorrhagic vegetations. The lateral margins of the pos- 
tenor leaflet are free, " ^ 

myot^dium is pale pinkish brown, soft and flabbv. The left 
\enmcle meases 15 the right 2 mm. Xurneroiis petechiae 
are found m *e epic^dium of the left ventricle. The free margins 
o e ini Aalve shotv atheroscleroris. The circmnfereace of 
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the aortic valve is 70 mm., and the free margins, particularly the 
posterior and the left, have been destroyed by extensive ulcera- 
tions Containing heaped-up, irregular, soft masses of mushy, deep 
purpie-red vegetations. The aortic arch shows focal athero- 
sclerotic thickening of the intima. The pulmonary and tricuspid 
valves are normal. 

Numerous pinpoint to pinhead sized, light purple-red sub- 
mucous petechiae are found in the stomach, mostly in the fundus. 
Numerous petechiae are found in the mucosa of the gallbladder. 
The kidney exhibits numerous sharply demarcated, subcapsular 
cortical infarcts. The mucosa of the pelvis reveals a few small 
petechiae. Numerous petechiae are found in the fundus of the 
bladder. 

Microscopic Pafhology 

The myocardial muscle fibers present slightly indistinct cross 
striations and a large amount of brow pigment granules at the 
poles of the nuclei. The interstitial septae are broad and slightly 
edematous and contain here and there a single leukocyte or 
IjTnphocyte. The vegetations of the aortic leaflets consist of a 
dense nenvork of fibrin with red blood corpuscles and leuko- 
cytes in the meshes. There has been an early organization of the 
vegetations to the stroma of the leaflets by a dow-grovth of 
fibroblasts and capillaries. The kidneys present triangular infarcts 
of subacute necrosis V'ith poorly stained nuclei. The cellular ele- 
ments of the tubulae and glomeruli are still distinct. The border- 
line zone of the infarct exhibits a dense infiltration of leukoc^nes 
with p 3 'knotic nuclei. In the center of the infarct are focal areas 
of leukoc)'tes with pyknotic nuclei arranged around necrotic 
glomeruli, which present one or two capillary tufts filled with 
deep violet-staim'ng, finely granular masses of cocci, fn the cortex 
outside the infarcted areas are many completely hyalinized 
glomeruli with increased interstitial fibrous tissue and atrophic 
tubules around them corresponding to a mild nephrosclerosis. 
The interstitial blood vessels are dilated, and filled with red blood 
cells. 

Pafhological Discussion 

This patient presents a somewhat atj'pical valvular endo- 
carditis representing both vegetative and ulcerative change. 
The importance of this autopsy is to point oiit that while 
we assume that young adults niay have vegetative and tilcer- 
ative and subacute endocarditis we do not connnonly regard 
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rxhh more than slight suspicion the possibility of ^ch a 
diagnosis in a patient of seventy-seven years vrho has had 
Ten- few if an)' s)-mptoms until the onset of th« tennmal 
episode. I believe that in this clime a man of eigh^- three 
was reported -ndth ty-pical mitral rheumatic endocardi- 



45 (Case^ I\-) .—There is a necrotic infarct manifest by deficient 
staining of nndei of die glomerulus in the center and of the tnbnles. The 
mbules m the center present three, dark-stainin?, finely granular emboli 
in the capillar}' tufts. The infectioas process spreads through the intersdnal 
tissue trhich is densely infiltrated bv leukocytes, some of wbich have 
already invaded the necrotic tubnlar epithelhnn. Many of these leukocytes 
are undergoing necroas by pjknoas. 


tis wiA superimposed ulcerauve endocarditis, but its appear- 
ance in. patients over sisty is extremely rare. Roughly, 40 per 
cent of otm patients with endocarditis have mitral valvular 
endocarditis. 40 per cent mitral and aortic endocarditis, and 
10 per cent aortic valvular endocarditis alone. The majority 
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the aortic valve is 70 nun., and the free margins, particularly the 
posterior and the left, have been destroyed by e.xtensive ulcera- 
tions containing heaped-up, irregular, soft masses of mushy, deep 
purple-red vegetations. The aortic arch shows focal athero- 
sclerotic thickening of the intima. The pulmonary and tricuspid 
valves are normal. 

Numerous pinpoint to pinhead sized, light purple-red sub- 
rnucous petechiae are found in the stoimch, mostly in the fundus. 
Numerous petechiae are formd in the mucosa of the gallbladder. 
The kidney e.vhibics numerous sharply demarcated, subcapsular 
cortical infarcts. The mucosa of the pelvis reveals a few small 
petechiae. Numerous petechiae are found in the fundus of the 
bladder. 

Microscopic Pathology 

The myocardial muscle fibers present slightly indistinct cross 
striations and a large amount of brovm pigment granules at the 
poles of the nuclei. The interstitial septae are broad and slightly 
edematous and contain here and there a single leukocjte or 
l}‘mphoc)n:e. The vegetations of the aortic leaflets consist of a 
dense network of fibrin with red blood corpuscles and leuko- 
cytes in the meshes. There has been an early organization of the 
vegetations to the stroma of the leaflets by a down-growth of 
fibroblasts and capillaries. The kidneys present triangular infarcts 
of subacute necrosis vdth poorly stained nuclei. The cellular ele- 
ments of the tubulae and glomeruli are still distinct. The border- 
line zone of the infarct exhibits a dense infiltration of leukocj'tes 
m'th pyknotic nuclei. In the center of the infarct are focal areas 
of leukocjues with pyknotic nuclei arranged around necrotic 
glomeruli, which present one or two capillary tufts filled vith 
deep violet-staining, finely granular masses of cocci. In the cortex 
outside the infarcted areas are many completely hyalinized 
trlomeruli vtith increased interstitial fibrous tissue and atrophic 
tubules around them corresponding to a mild nephrosclerosis. 
The interstitial blood vessels are dilated, and filled with red blood 
cells. 

Pathological Discussion 

This patient presents a somewhat at}'pical valvular endo- 
carditis representing both vegetative and ulcerative change. 
The mpOTtance of this autopsy is to point out that ivhile 
one assinne that young adults may have vegetative arid ulcer- 
ative and subacute endocarditis voe do not conmionly regar 
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dinan' infectious process capable of la\'ing down a growii 
sufficient to produce loss of tissue substance. In this clinic 
repeated attention has been called to the frequency of pete- 
chial heyjjoirhages of miliar\* til the conjuncrirae as 

tj'pical of ulcerative endocarditis. In fact, the pathologic diag- 
nosis is ofttimes suggested by this one finding. 

In all forms of endocarditis e^nboli are common. They 
mav be present in the skin as petechiae, under the fingernails, 
under the toenails, in tiie retina, in the conjunctivae, in other 
mucosal tissues, in the brain, in the mesenteric vessels, in the 
kidney and in the spleen. IMiipped off from mural thrombi 
or from the vegetations on the edges of the valves they may 
be carried into the lung, or if on the left side into the gen- 
eral circulation. Then one finds the picture of iirfarction com- 
plicating the picture of the heart disease. Alonoplegia, hemi- 
plegia, loss of vision, cranial nerve pals\', convulsion, pleuritis, 
pulmonar}' infarction, mesenteric occlusion, block of the 
peripheral vessels with gangrene of the extremities, blood in 
the urine, all tiiese and many more follow in the wake of 
endocarditis. 

The most striking features in examination of manv of these 
patients are pallor, apprehension, petechiae, vmmnirs, fever, 
loss of -weight, exhaustion and splemc enlargement. One mav 
not find a murmur and yet have all the other evidences of 
an infectious endocarditis but sooner or later in our avera*^e 
adult case a murmur will develop. ^ 


Differential Diagnosis 

It is impossible to more than touch those conditions which 
must be differentiated from the commonest type of “endocar- 
ffitis of mperimpositioff -that is, from subacute bacterial en- 
do^dios Many diseases come in for consideration. The 
differenaal diagnosis m a case of obscure fever requires the 
use of everjy known diagnostic procedure if a specific lab- 
reported as positive earlv in tht course, 
iffi the movement of troops and our civifim population we 
null have to rev^e our concepts of what is common to our own 
commumnes andbe prepared to recomnze those diseases wS 
ne have ordinarily thought afificted only our neighbor. In 
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of subacute cases of ulcerative endocarditis are superimposed 
on rheumatic pancarditis. 

Clinical Discussion 

Dr. LeRoy H. Sloan*: To attempt to cover adequately all 
of the features which these last two patients suggest would 
take us far afield. For clinical purposes I shall only touch on 
certain findings which may be helpful in general practice. 

The ordinal}'' endocarditis produced or associated vdth the 
“rheumatic ring” is a benign, deforming, obstructive tj'pe 
w'hich for convenience we call “rheumatic endocarditis.” 
The “rheumatic ring” is made up of tonsillitis, rheumatic 
fever, scarlet fever, phai}Tigitis, sinusitis and chorea. In this 
associated benign endocarditis a fibroblastic deformit}' re- 
sults. The heart compensates and life continues only to ter- 
minate later because of the mecham’cal difficulties incident to 
the one or more deformities; or death occurs from intercur- 
rent infection or accident or tvhen there is superimposed 
upon the already damaged valve a 1)^)6 of lesion which we 
usually call verrucous implants of subacute bacterial endo- 
carditis. Now, as Dr. Schiller has pointed out, usually this 
condition occurs in relative youth. However, in Case IV we 
have a man who at the age of sevent}'-seven }’'ears picks out 
from aU of the possibilities to -n'hich the human is e.vposed 
an endocarditis ■with ulceration. 

Clinically, in ever}--day practice one encounters the be- 
nign form of endocarditis which we call rheumatic endocar- 
ditis and a second form which we term subacute bacterial 
endocarditis. In the latter condition we search through the 
histor}' for at least one member of the rheumatic ring, ^^'e 
also look for evidence of heart disease, but it is not dways 
prominent. We make frequent blood cultures, using both 
ordinat}' and special media. We are looking primaril}* for 
Streptococcus viridans, but in this clinic Dr. Schiller’s pre- 
decessor, Dr. Jaffe, reported a subacute bacterial endocardi- 
tis due to a pure strain of the influenza bacillus. It is likely 
that endocarditis due to attenuated forms of other bacteria 
may give rise to the same picture of long-continued fever. 

Ulcerative endocarditis may be associated -(tdth any or- 
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Aoieophosia. IIP 
Acae. 'keloid, lacicn “oraaeaa. Jra. 

135 

Tosjcea, 7-^ 
ralgaiis, /js- 175 
vhsnnn D in, 7^-3 S2 
Acaias, 7^^ ~P 
Acrodrnk, thianine in, 

Alcokol, snbaschnold injecaon, de- 
leterioTis eaecs, Jjztu. 255 
AHeigic dermaniis, 7^^ lA 
Anemia, Gjoley's, Jzru 223 
hemolytic, congenital, J^- 219 
scUe cell, JsTU, 224 
Angioma caremosnin, ladinm treat- 
ment, JsTt, 134 
Antitojon, eiyapelas, Jsn^ 90 
Anns, pmritns, 117 
Aorta, coarctadon, srniptomless, 
7 ot, 269 

Arsenic in psoriasis, 190_ 
Arsenical polyneuritis, pyridorine in, 
73n, 57 ■ 

Ardiritis, vitamin D in, 61 | 

Ascorbic add in slan diseases, Jsn^ ; 
58 

Aspiradon pneumonia, Jsn-, 253 
Atopic eczema, Jzn^ 102 

Bakees's itch, ]j72^ 85 
Barbitnrates, skin empdon due to, 
Jan,, 143 

Bath, colloid, in lichen urdcatus, 
7 ot,, 167 

in pruritus, Jan^ 116 
Biologic oxidadon, vitamins and, 
JsTU 50 

Biopsv', cervical, Jxn., 210 
Bromides, skin eruption due to, 
144 

Bronchitis, acute, in infants and 
children, Jan^ 249 
capillary, Jan^ 250 
Bockhart’s impedgo, ]sn^ 87 
BoUs, joTu, 91 


Bronchopneumonia in infants and 
children, Jan,, 251 

i CvLOtTM in lichen uxricatns, 

! 165 

Capillary fragili^, Rumpel-Leeds 
mst, /art, 59” 

Caibnnde, J:tl, 95 
Cardnoma of cexris, Jon^ 210 
prophrlasas, Jsru 215 
* Cadiartics and irritable colon, ]sJi~ 

' — ® 

I Cement dermatitis, 26 

Cervis uteri, biopsy, Jzn^ 210 
cardnoma, Jsn^_ 210 
prophylaris, jjn^ 215 
examiaadon, Jsn^ 200 
Chancre. Jsn^ 6$ 

Children, respiratory tract diseases 
in, Jsn~ 237 

skia diseases in, 163 

Chlorhydroxyquinoline in impetigo 
contagiosa, 7am, 171 
Christmas tree dennaritis, Jan^ 18 
Qirome dermatitis, Jsn^ 23 
Chrysanthemum dermatitis, Jan^ 16 
Chrysarobin in psoriasis Jsn^ 189 
Coarctation of aorta, svmptomless, 
7 j7Z- 269 

Cold, common. In infants and chil- 
dren, Jzri^ 257 

Colloid baths in lichen urticatus, 
7^, 167 

in pruritus, 116 
Colon, irritable, ]an^ ITl 
Colposcopy in cardnoma of cervix, 
7313, 213* 

Condv'loma acuminata, Jan^ 194 
laoim. 7333 , 68 

Contact dermatitis, Jan„ 13, 154 
Cook’s emulsion base, Joji^ 116 
Cooley’s anemia, ]an^ 223 
Cough in infants and children. Tan 
241 ’ 

Croup, spasmodic, Jan^ 248 
309 
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this connection we must expect more imJarla in this com- 
mumt)*, not alone in our addicts to morphine and heroin 
(as members of our Afedical Department have already em- 
phasized) but in returning troops and returning civilians. 
A recurrent chill, fever, sweat, headache, stomach ache, 
nausea and vomiting with splenomegaly and a leukopenia will 
likel}’’ give the lead, although in this clinic in the case of at 
least two patients who died of malignant malaria a high leuko- 
cjuosis was found— this in “line runners” who contracted 
malaria by passing an infected needle from addict to addict. 
(See reports by Feinberg, Eaton and Volini.) Our laboratories 
must be prepared to conduct tests for the presence of the 
organisms of tj'phoid, paratj'phoid A and B, undolant fever 
with its three causative orgam'sms, tularemia, rat-bite fever, 
Haverhill fever. t3’phus fever. Rock)’- Mountain spotted fever, 
trichiniasis, malaria and amebic and bacillarj’’ dysenter)^ 
MTiile one may deplore the necessity of numerous laboratoty 
procedures at the expense of sharp clinical examination and 
observation, a goodly group of patients will not be steered 
along the proper course without them. 
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Impetigo circinata, 85, 86 
contagiosa, ]ini^ 84, 168 
treatment, 86 
Industrial dermatitis, ]an^ 21 
Infants, respirator)^ tract diseases in. 
]an^ 237 

stin diseases in, /an, 163 
Inoculation mberculosis, /m, 77, 78 
Irritable colon, Jan^ 227 

Jaundice, hemohtic, congenital. 

Jot, 220 

Keloid, radium treatment, /an, 136 
Keratosis, pilaris, vitamin A in. 
Jot, 52 

senile, radium treatment, Jan, 135 


Moniliasis, Jot, 160, 167 
-Moniliatin, Jot, 151 
Mucous patches. Jot, 68 
.Mycosis fungoides. Jot, 3, 7 
.Mycotic vaginitis. Jot, 203, 207, 209 

X.AiL polish dermatitis. Jot, 16 
Xails, ringworm. Jot, 160 
Xasal drops, administration to chil- 
dren, Jot, 259-241 
Xenrotic e.vcoiiations. Jot, 119 
Xevus vasculosus, radium treatment. 
Jot, 134 

Xicotimc acid in sldn Jan, 

55 

Xlkolsky sign. Jot, 35 
Xosebleed, Jan, 243 


Lartncitis. acute, in infants and 
children, Jan, 245 
catarrhal, Jan„ 248 
Larvngotracheobronchitis, acute, 
Jan," 246 

Leukemia cutis, Jan, 3, 6 
Leukoplakia, radiotherapv. Jan, 135 
Leukorrhea, etiologic dia<mosis. 
Jan, 202 

treatment. Jan, 208 
Lichen scrofulosorum, Jan_ 79 
spinulosis, vitamin .\ in, Jan, 52 
urticatus, Jan, 163 
Lip, impetigo, Jot_ 85 
perleche, Jan, 172 
Lipiodol, subarachnoid in)ection, de- 
leterious effects. Jan_ 255 
Liver evtract in sldn diseases, Jan, 
57 


Lobar pneumonia. See Vr.ewnomj. 
Lotio sulfurata, Jan, 41 
Lupus erv-thematosus, Jot_ 29 
discoid, chronic, Jan., 29, 40 
in exacerbation, Jan, 32, 44 
disseminate, acute, Jot_ 34, 44 
chronic, Jan, 31. 40 


in exacerbation, Jan_ 32, 44 
nicotinic add in Jan, 56*’ 
vulgaris, Jot_ 75 
Lvunphoblastoma cutis. Jot., 1 
Lvmphogranulomatosis cutis fan 
4. 10, 11 ’ ■ 


.\tecuKY in impetigo contadosa. 
Jot, 170 ' - ^ 


Office procedures, eynecolodc, 
/an, 195 ^ ° 

Ointments, vehides of, Jan, 108 
Onchomycosis, Jan, 160 
Onychia* mycosis, Jan, 160 

P-AiN. intractable, snbaradinoid al- 
cohol injections for. Jot, 264 
Patch test in industiial dermatitis, 
Jan- 23 

Pellagra, nicotim'c add in, Jan, 56 
Pemphigoid, Jan, 86 
Pemphigus neonatorum, Jan, 86 
vTilgaris, vitamin D in. Jan, 63 
Perlrehe, Jan, 172 
PhecolphAalein, skin eruption due 
to, Jan_ 143 

Pityriasis roH^ Jan, 182 
rubra pilaris, vitamin A in, Jan, 

Plantar warts, Jan, 191, 194 
radium treatment. Jan, 135 
Pneumonia, a^iration, Jot- 253 
lobar, in infants and children. 
Jot, 250 

pneumatic. Jot, 253 
Poh-neuritis, arsenicd, pvridoxine in. 
57 

Polvsensitivity, dermatitis due to 

Jot- 14. 19 ’ 

Prinuose dermatitis, Jan, 18 
Pruritus ani, Jan, 117 
essenriaL Jot, 109 
pneral^d, Jan, 110 
localized, Jan, 117 
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Damer’s disease, vitamin A in, Jan^ 
53 

Dehydrocholesterol, activated, Jan^ 
60 

Dermatitis, allergic, Jan^ 14 
of hands, Jan^ 153 
contact, ]an., 13 
of hands, Jan^ 154 
eczematous, Jan^ 13 
“emotional,” of fingers, Jan^ 155 
hair-dye, ]an^ 98 
industrial, ]an^ 21 
nonsensitizarion, Jan^ 13 
papillaris capillitii, radium treat- 
ment, Jan^ 135 
seborrheic, Jan^ 180 
sensitization, Jan^ 13, 14 
supposed!}’ ps}’chogenic, Jan^ 101 
venenata, Jan^ 13 
Dermatoses, toxic, Ja 72 ^ 139 
Diathermy, short wave, in carbuncle, 
Jan^ 96 

Dress shield dermadtis, Jan^ 17 
Drug erupdons, Jan^ 141, 142 
sensidvit}’, vitamin C in, 59 


Ecihy.ma, Jan^ 88 
Eczema ani, ]an~, 106 
atopic, Jan^ 102 
imperigenized, /an, 106 
nuchae, /an, 105 

varicose, with eczemadds, /an, 
105 

Eczema-dermadds, treatment, in 
adults, /an, 97 

Eczematoid ringworm, Jan., 107 
Eczematous dermadtis, /an, 13 
Emotional dermatitis of fingers, 
]an~, 155 

upsets and nntable colon, /an, 
229 

Endocarditis, vegetative and ulcera- 
tive, clinical and pathological con- 
ference at Cook Count}’ Hospital, 
/an, 296 

Enemas and irritable colon, /an, 228 
Epidermoph}-tosis of feet, /an, 151 
simulating industrial dermatitis, 
/an, 26 

Epistaxis in infants and children, 
/an, 243 

Epithelioma, basal cell, radium treat- 
ment, /an, 135 


Eij-sipelas, /an, 89 
antitoxin treatment, /an, 90 
sulfanilamide in, /an, 91 
ultraviolet fight in, /an, 91 
Eiythema group of skin diseases, 
etiolog}’, /an, 139 
induratum, /an, 79 
nodosum, /an, 147 
Eiythematous lupus, /an, 29 
Examination, g}’necologic, /an, 195 

Feet, ringworm, /an, 151 
Fever therapy, in s}’philis, Jan, 74 
Folh'cles, /an, 79 

Fungous infections, superficial, /an, 
151 

Furuncle, /an, 91 
immunization, /an, 94 
treatment, /an, 92 

Gold salts in lupus enthematosus, 
/an, 43, 45 
Gonorrhea) vaginitis, /an, 203 
Gumma, Jan, 70 

G}’necologic examination, /an, 195 
office procedures, /an, 195 


Hair-dvx dermatitis, /an, 98 
Hands, dermatitis, allergic, simu- 
lating ringworm, /an, 153 
contact, /a7r,154 
ringxvorm, /an, 151 
toxic eruption, with ringworm of 
feet, /arr, 151 

Hemohnic anemia, congenital, /an, 
219 

jaundice, congenital or familial, 
/an, 220 

Herpes simplex, /an, 183 
zoster, /an, 185 
Hiv’es, /an, 145 

Hodgkin’s disease, clinical and path- 
olotfical conference at Cook 
Count}- Hospital, /an, 283 
cutaneous lesions, jun,, 4, 9 
Hyperkeratosis, follicular, vitamin A 
in, /an, 52 
vitamin C in, Jan,, 59 
Hypcrp}Texia in s}'philis, Jan,, 74 

IcrzRfs. See Jamdice, 

Impetigo, Bockhart’s, Jan,, 87 
bullosa, /an, 86 
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Varicose eczema widi eczematids, 
JUJly lOJ 

Varnish remover dermatitis, Jan^ 25 
Verrnca acnminata, JjTi^ 191 
vulgaris, Jjji^ 190 
A^osterol, Jan^ 60 
Mtamin A in sVin diseases, Jaru, 50 
Mtamin B complex in shin diseases, 
/an, 54 

Vitamin Bg in skin diseases, /cm, 57 
Mtamin C in skin diseases, /an, 58 
Mtamin D in skin diseases, Jan^ 60 
Mtamin P in skin diseases, /am, 60 


Mtamins, deficiencies, primarj' and 
secondary, Jan^ 49 
in dermatolog}’, /an, 47 

Vulva, pruritus, /an, 118 

'VVasis, Jan^ 190 
flat, /an, 191, 194 
plantar, /an, 191, 194 
radium treatment, /an, 135 
seborrheic, Jan^ 191, 193 

Yeast infection of lip, /an, 172 
of vagina, /an, 203, 207, 209 
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Prnritus of scalp, Jan^ 119 
secondarj', Jan^ 120 
treatment, Jan^ 109 
vulvae, Jajj^ 118 
Psoriasis, Jan^ 187 
vitamin D in, Jan^ 62 
Purpura, Jan^ 146 
Pusey’s calamine lotion, Jaji^ 116 
Pyogenic infections of sldn, Jan^ 83 
P}*ndosine in sldn diseases, Jan^ 57 

QxnsTSE in lupus eirthematosns, 
Jan, 42 

Raurtm treatment of skin diseases, 
Jan, 123, 132 

skin damage from, Jan, 137 
Radon in skin diseases, Jan, 137 
Rheumatic pneumonia, Jan, 253 
Riboflavin in sldn diseases, Jan, 55 
Ringworm, eczematoid, Jan, 107 
of hands and feet, Jan, 151 
of nails, Jan, 160 
of scalp, Jan, 161 
treatment and prophylaxis, Jan, 
157 

Roenteen bums, vitamin D in, Jan, 
65 

treatment of sldn diseases, Jan, 
123 

skm damage from, Jan, 137 
Poseolar, Jan, 66, 178 
Rumpel-Leeds test for capillarj' 
fragihtj', Jan, 59 

Sgvlp, pruritus, Jan, 119 
rins^vorm, Jan, 161 
Scars7 h 37 )ertrophic, radium treat- 
ment, Jan, 156 

Scleroderma, vitamin D in, Jan, 65 
Schiller test, Jan, 213 
Scrofuloderma, Jan, 16 
Seborrheic dermatitis, Jan, ISO 
wart, Jan, 191, 193 
Shrvartzman phenomenon, Jan, 56 
Sickle cell anemia, Jan, 224 
Silver nitrate in impetigo contagiosa, 
Jan, 171 

Sldn diseases, eiythema group, en- 
ologv, Jan, 139 

in infants and children, Jan, 

165 

miscellaneous, Jan, 175 


Sldn diseases, radium treatment, Jan, 
123, 132 

roen^en treatment, Jan, 123 
sj-mposium on, Jan, 1 
vitamins in, Jan, 47 
fungous infections, Jan, 151 
leukemic lesions, Jan, 3 
I pyogenic infections, Jan, S3 
radiotherapj- damage, Jan, 137 
sj-philitic lesions, Jan, 65 
mberculosis, Jan, 74 
Subarachnoid injections of lipiodol 
and alcohol, deleterious effects, 
Jan, 255 

Sulfanilaim'de in ei^-sipelas, Jan, 91 
in lupus ertuhematosus, Jan, 44 
Sulfathiazole in carbuncle, Jan, 96 
m furuncle, Jan, 94 
in impetigo contagiosa, Jan, 172 
Sulfonamides, sldn eruption due to, 
Jan, 145 

Sulfur m impetigo contagiosa, Jan, 
171 

Siphilids, Jan, 66 
Stphilis, cutaneous, Jan, 65 
treatment, Jan, 71 

TmA-MESE m skm diseases, Jan, 54 
Thrush, Jan, 160 
Tmea, Jan, 151 
cnins, Jan, 159 
margmatum, Jan, 159 
tonsurans, Jan, 161 
Toxic dermatoses, Jan, 139 
Trichomonas lagimtis, Jan, 203, 
205, 20S 

Tnchophvtm, Jan, 151 
Tubercuhds, Jan, 79, 147 
Tuberculosis, cutaneous, Jan, 74 
cuns verrucosa, Jan, 77 
moculanon, Jan, 77, IS 

UtiaAnoLET light m erj-sipelas, Jan, 

91 

m impengo contagiosa, Jan, 172 
Umcana, Jan, 145 
papular, of childhood, Jan, 165 

k'xGtSAL discharges, edologic diag- 
nosis, Jan, 202 

k'agmins, gonorrheal, Jan, 205 
my code, Jan, 203, 207, 209 
tnchomonas, Jan, 205, 205, 2DS 
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PrtLritns of scalp, Jan^ 119 
secondary, Jan^ 120 
treatment, /an, 109 
Tulvae, /an, 118 
Psoriasis, /an, 187 
titamin D in, Jan^ SI 
Purpura, Jan^ 14<5 
Pusej-’s calamine lotion, /an, 116 
Pj’ogenic infections of siin, /an, 83 
Pltidoxine in sltin diseases, /an, 57 

Qctstxe in lupus erj-thematosus, 
/an, 42 

KmiCM treatment of sHn diseases, 
/an, 123, 132 

sltin damage from, /an, 137 
Radon in sltin diseases, /an, 137 
Rheumatic pneumonia, /an, 253 
Riboflavin in sltin diseases, /an, 55 
Ringworm, eczematoid, /an, 107 
of hands and feet, /an, 151 
of nails, /an, 160 
of scalp, /an, 161 
treatment and prophjtiavis, /an, 
157 

Roentsen bums, vitamin D in, /an, 
63“ 

treatment of sltin diseases, /an, 
123 

sltin damage from, /an, 137 
Poseolar, /an, 66, 178 
Rnmpel-Leeds test for capillarj- 
fragility-, /an, 59 

ScvLP, pruritus, /an, 119 
ringworm, /an, 161 
Scars, hj’pertrophic, radium treat- 
ment, /an, 136 

Scleroderma, vitamin D in, /an, 63 
Schiller test, /an, 213 
Scrofuloderma, /an, 76 
Seborrheic dermatitis, /an, ISO 
wart, /an, 191, 193 
Shwartzman phenomenon, /an, 36 
Sickle cell anemia, /an, 224 
Silver nitrate in impetigo contagosa, 
/an, 171 

Sltin diseases, etvthema group, en- 
olog>’, /an, 139 

in infants and children, /an, 
163 

miscellaneous, /an, 175 


Sltin diseases, radium treatment, /an, 
123, 132 

roentgen treatment, /an, 123 
sj-mposium on, /an, 1 
vitamins in, /an, 47 
fungous infections, /an, 151 
leukemic lesions, /an, 3 
pyogem'c infections, /an, 83 
radiotherapy damage, /an, 137 
sj-plulitic lesions, /an, 65 
tuberculosis, /an, 74 
Subarachnoid injections of lipiodol 
and alcohol, deleterious eff^ects, 
/an, 255 

Sulfanilamide in erysipelas, /an, 91 
in lupus erjuhematosus, /an, 44 
Sulfathiazole in carbuncle, /an, 95 
in furuncle, /an, 94 
in impetigo contagiosa, /an, 172 
Sulfonamides, skin eruption due to, 
/an, 145 

Sulfur in impetigo contagiosa, /an, 
171 

Sj-plulids, /an, 66 
St'philis, cutaneous, /an, 65 
treatment, /an, 71 

Thls-Mcse in skin diseases, /an, 54 
Thrush, /an, 160 
Tinea, /an, 151 
cruris, /an, 159 
marginatum, /an, 159 
tonsurans, /an, 161 
Toxic dermatoses, /an, 139 
Trichomonas vagirutis, /an, 203, 
205, 203 

Trichoph\-rin, /an, 151 
Tuberculids, /an, 79, 147 
Tuberculosis, cutaneous, /an, 74 
cutis verrucosa, /an, 77 
inoculation, /an, 77, 78 

Ultkamout light in erysipelas, /an, 

91 

in impetiso contagiosa, /an, 172 
Urticaria, /an, 145 
papular, of childhood, /an, 163 

Vacixai. discharges, criologic diag- 
nosis, /an, 202 

Vasiniris, gonorrheal, /an, 203 
mvcoric,“/an, 203, 207, 209 
trichomonas, /an, 203, 205, 208 
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Varicose eczema widi eczematids, 
105 

Va mi^h remover dermariris, /an, 25 
Verruca acuminata, /an, 191 
vulgaris, /an, 190 
\riostexol, /an, 60 
\ltamin A in skin diseases, /aTZ, 50 
\ltamin B complex in skin diseases, 
/an, 54 

Vitamin Bg in sldn diseases, /an, 57 
Mtamin C in skin diseases, /an, 5S 
Mtamin D in skin diseases, /an, 60 
Mtamin P in skin diseases, Jim^ 60 


Mtamins, deficiencies, primarj' and 
secondaiv*, /an, 49 
in dermatolog)', Jsn, 47 

Vulva, pruritus, /an, IIS 

kVAKis, Jm^ 190 
flat, /an, 191, 194 
plantar, /an, 191, 194 
radium treatment, /an, 135 
seborrheic, /an, 191, 193 

Yeast infection of lip, /an, 172 
of vagina, /an, 203, 207, 209 



